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The U.S. Department of Homeland Security’s (DHS) Office for Civil Rights and Civil Liberties 
(CRCL) is conducting an investigation into conditions of detention for U.S. Immigration and 
Customs Enforcement (ICE) detainees at the Adelanto Correctional Facility (ACF) in Adelanto, 
California. CRCL’s onsite investigation, which occurred on November 13-14, 2017, was a 
follow-up review to our December 2015, onsite investigation. In addition, the onsite 
investigation was in response to three detainee deaths and CRCL’s receipt of more recent 
allegations at ACF in the following areas: medical care, mental health care, use of force, hunger 
strikes, segregation, grievances, staff-detainee communication, legal access, language access, 
and suicide prevention and intervention. 

We greatly appreciate the cooperation and assistance provided by ICE and ACF management 
and personnel before and during the onsite. As part of the review. CRCL used the same 
independent subject-matter experts that we used for the 2015 onsite: a medical consultant, a 
mental health consultant and a penologist. As a result of detainee and staff interviews, document 
reviews, and direct onsite observations, our experts identified concerns related to medical and 
mental health care, use of force, segregation and housing, grievances, staff-detainee 
communication, legal access, language access, and suicide prevention and intervention. At the 


1 Complaint No. 17-10-ICE-0401, alleging inadequate conditions of detention and lack of appropriate visitation, was 
added to the Adelanto complaints after CRCL disseminated the Retention Memo to ICE. 
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conclusion of our onsite investigation, CRCL and the subject-matter experts held an exit-briefing 
where we relayed our findings to local ICE and ACF management and relevant field personnel. 
During those discussions, the subject-matter experts also provided recommendations to address 
many of the identified concerns. 

Due to the serious nature of certain health and safety-related findings, CRCL also submitted 
initial informal recommendations to ICE leadership on November 20, 2017 for immediate action. 
We understand ICE has been working on addressing those matters over that last few months, 
including a site visit during the week of March 12, 2018. 

Enclosed with this memorandum are the reports prepared by our subject-matter experts. The 
experts’ priority recommendations are listed below in the body of this memorandum. CRCL 
requests that ICE formally concur or non-concur with these recommendations and provide an 
implementation plan for all accepted recommendations within 60 days. 

Recommendations 


Medical Care 


CRCL’s medical expert made the following priority recommendations regarding medical care at 
ACF. All of these recommendations relate to the 2011 PBNDS Medical Care Standard, which 
requires timely and efficient access to medical services 

Medical Leadership 

1. In 2015, CRCL clearly informed Adelanto that clinical leadership was not 
competent and that problematic medical care was occurring as a result. In 2017 — 
two years since the 2015 onsite - the experts found no evidence that corrections 
were made to address this issue. The failure to hire an effective and qualified 
clinical leader contributed to the inadequate detainee medical care that resulted in 
medical injuries, including bone deformities and detainee deaths, and continues to 
pose a risk to the safety of other detainees at ACF. The current medical 
leadership does not meet the requirements set forth in the 2011 PBNDS. 
Accordingly, ACF should hire a competent, qualified, and effective onsite 
clinical leader immediately. (2011 PBNDS Medical Care: II. 1 through 9, 11.12 
through 16,11.20 and 21,11.23 and 25,11.27,11.29 and 30, V.A and B, V.F.l and 
3, V.G.l through 4, V.G.6 and 7, V.G.9 through 12, V.I and J, V. L, V.Q through 
S, and V.U, V.W and X, V.Y.l.b, V.Z, V.BB.2) 

2. In the event that new leadership cannot be recruited immediately - as it is likely 
that it will take some time to put new leadership in place - at-risk detainees 
should immediately be removed from the facility and transferred to other 
facilities with well-functioning medical programs. “At-risk” detainees include 
those with chronic diseases (such as cardiac, diabetes. HIV and other chronic 
infectious conditions), detainees with disabilities, anyone requiring outside 
medical specialist care, all detainees over the age of 55, and anyone else deemed 
to be medically vulnerable due to other conditions. (2011 PBNDS Medical Care: 
II.6, V.B) 
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Provider Staffing 

The ACF medical contractor. Core Civic Solutions (CCS), in consultation with IHSC, 
should increase day-to-day medical care for detainees at ACF. Attention should be 
focused on the following areas of concern: 

3. Current staffing levels and appointment scheduling are inadequate and lead to a 
high rate of appointment cancellations and chronically delayed access to care. 

The current inadequate provider staffing levels and appointment scheduling 
problems should be corrected in the following ways. (PBNDS 2011 Medical 
Care: II. 1, II.5 through 9, 11.21 and 22,11.27, V.A and B, V.F.3.a, V.U and W, 
V.BB) 

a. Providers should not be allowed to fully control and change their own 
appointment schedules. 

b. Detainee appointment cancellations at ACF should be monitored and tracked. 

c. When detainee-patient cancellations are appropriate, the detainee should be 
rescheduled for the first available provider. 

4. Those providers whose medical care has been sub-standard should be more 
closely monitored and supervised. Probation or temporary limitations of 
privileges should be considered for those problematic providers, in order to ensure 
improvements. (2011 PBNDS Medical Care: 11.21, V.B, V.T and U) 

Detainee Returns from Offsite Care 

The current inadequate "hand-off’ procedures being utilized, when detainees return from 
medical or mental health care at an outside hospital, emergency room or medical 
specialty consultation should be improved to ensure an appropriate continuum of care. 
(2011 PBNDS Medical Care: II I, 11.7 and 8, 11.12,11.16 and 20, V. A and B, V.F.a, 

V.G.2 and 12, V.I, V.S.4 and 5, V.W) Attention should be focused in the following areas: 

5. All recommendations made by outside medical/mental health consultants 
and providers should be reviewed immediately by both a nurse and a 
provider (physician or mid-level practitioner) upon the detainees' return to ACF. 

6. All returning detainees should be seen and examined by an ACF medical or 
mental health practitioner within 24 hours of return to the facility in order to 
review the ongoing plan of care with the detainee. The examination should be 
supported by a full medical note and placement of orders in the medical 
record as required. Prescriptions should be immediately filled and dispensed. 

7. If ACF practitioners are off-site (after hours) when the detainee is returned to 
the facility, the on-call provider should be contacted, the recommendations 
and directions from the outside medical provider should be relayed to the on- 
call provider for orders and disposition, and the involved detainee should be 
seen by the facility provider as early as possible the next day. 

8. In all cases where the ACF provider choses to deviate from the care 
recommended by the outside specialist, a full and complete note should 
immediately be entered in the medical record documenting the clinical rational 
for deviating from the recommended care. 
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Custody Staffing Support for Medical 

ACF custody staffing and transportation is currently inadequate to support medical 
operations and ensure uninterrupted access to appropriate and needed medical care. (2011 
PBNDS Medical Care: II.7, V.A and B. V.R and S, V.W) 

9. Custody staffing and transportation capacity should be increased to 

adequately support the medical operation and ensure uninterrupted access to 
appropriate and needed medical care. 

10. Medical appointments - either within the facility or outside (such as a 
consultation with an off-site specialist) - should not, absent extraordinary 
circumstances, be canceled due to unavailability of medical duty officers or 
“runners,” or for lack of transportation vehicles (including transport by wheel 
chairs or gurneys). 

Mental Health Care 


CRCL’s mental health expert made the following priority recommendations regarding medical 
care at ACF. All of these recommendations relate to the 2011 PBNDS Medical Care Standard, 
which requires appropriate, timely, and efficient access to mental health services. 

11. Following CRCL’s 2015 investigation, it was reported to ERO and GEO 
management that psychiatric leadership was absent at ACF and that sub-standard 
mental health care was occurring as a result. During the 2017 onsite, there was no 
evidence that corrections had been implemented to address this concern. This 
failure to hire an effective, qualified psychiatric leader continues to pose a risk to 
the safety of other detainees at ACF. Accordingly, ACF should hire competent, 
qualified and effective on-site psychiatric leadership, immediately. (2011 
PBNDS Medical Care: 11.5, II. 8 and 9, 11.12, 11.14 through 16,11.20 and 21,11.25 
and 27,11.30; V.A. 1-7, V.B, V.F.l through 3,a, V.G.l through 4, V.G.6, V.G.l 1 
and 12, V.I-J.2 and 4, V.J.12 and 13, V.J. 16 through 19, V.M.l and 2, V.N.l 
through 6, V.Q, V.R.l.a and f, V.R.2, V.S.4 and 5, V.U, V.W, V.X.6 through 12, 
V.Y.l.b and ,4.c.a), V.BB.2.e, V.DD) 

12. Recognizing that it will take some time to put new leadership in place, at-risk 
detainees should be removed from the facility and transferred to other 
facilities with competent psychiatric leadership and a well-functioning 
mental health program. Those facilities should be able to provide appropriate 
housing and treatment for at-risk detainees with serious mental disorders. 
Detainees at-risk are those taking (or refusing) antipsychotic and mood stabilizing 
medications, especially those detainees currently in ACF segregation, and those 
with recent inpatient hospital stays. (2011 PBNDS Medical Care: II.6, V.B, V.N, 
V.Q) 

13. The ACF medical contractor, in consultation with ICE IHSC and a skilled 
psychiatrist leader, should review all cases of ACF detainees with serious mental 
disorders to ensure accuracy or make appropriate changes. Attention should be 
focused on the following serious areas: 
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a. Collateral data should be obtained for each ACF detainee with a serious 
mental disorder. Moving forward, this data should be acquired and 
entered in each detainee’s initial mental health evaluation and reviewed 
by the admitting clinician. In cases where collateral data was never obtained, 
clinicians should obtain it and document it in the chart. During the 
investigation, collateral data was absent in all cases reviewed. Typically, this 
data comes from the facility where the detainee was housed prior to their 
transfer to ACF, or from family members. If records cannot be obtained, ACF 
clinical staff should develop communicative relationships with staff at the 
facilities where ACF detainees most commonly come from and obtain this 
information by phone, which is permitted and expected under HIPPA, for 
purposes of patient safety and coordination of care. (2011 PBNDS Medical 
Care: II. 1 and 5,11.15 and 23,11.30, V.J and K, V.M and N, V.S.5, V.U and 
W, V.Y, V.BB) 

b. IHSC and CCS and should review diagnoses and medication to ensure 
they are correct and appropriate. Attention should be given to taking 
detainees off ineffective medications - such as those only absorbed well 
with a meal, but are not administered at ACF meal times, or antipsychotics 
prescribed as PRN’s (as-needed medications) for detainees with clear histories 
of taking long-acting antipsychotic injections. If detainee-patients refuse 
medications or injections, the ACF mental health providers should work with 
the detainee so the detainee will accept them, and then document those 
compliance attempts. (2011 PBNDS Medical Care: II. 1 and 16,11.20 and 27, 
11.30, V.G and H, V.J.2 and 4, V.J.l 1 through 13, V.J. 16 and 17 narrative, 
V.M, V.N.l through 3, V.N.4 through 6, V.Q, V.R and S, V.W and Y, V.BB) 

c. There should be a housing review and assessment for each detainee with 
a serious mental disorder to determine whether their housing is 
appropriate, given the detainee's clinical status. Although clinical staff 
reported that some stabilized detainees are segregated because they have 
requested to be in segregation, each detainee should be at the least restrictive 
level of care when at all possible and deemed appropriate by mental health 
leadership, taking into account the detainee’s mental health status and 
progress. (2011 PBNDS Medical Care: II.5 and 6,11.13,11.27 and 30, V.F.3, 
V.N, V.Q andS, V.Y, V.BB) 

d. Detainees with serious mental disorders are routinely - and inappropriately - 
housed in administrative segregation at ACF. Detainees with serious mental 
disorders should only be housed in administrative segregation as a last 
resort, as that environment is not conducive to improving mental health 
status. (2011 PBNDS Medical Care: II.5 and 6,11.13,11.27 and 30, V.F.3, 

V.N, V.Q and S, V.Y, V.BB; ICE Directive 11065.1, Review of the Use of 
Segregation for ICE Detainees [Segregation Directivel from the PBNDS 2011 
revisions to 2.12 Special Management Units) 
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14. In all cases where the ACF provider chooses to deviate from the mental 
health care recommended by an outside specialist (including a 
recommendation to continue a long-acting antipsychotic injection), a full and 
complete note should be entered in the detainee’s medical record 
documenting the clinical rational for the deviation from the outside provider’s 
recommended care. (See recommendation 8 under Medical Care for further 
clarity.) (2011 PBNDS Medical Care: II. 1, II.7 and 8,11.12, 11.16 and 20, V. A 
and B, V.F.a, V.G.2 and 12, V.I, V.S.4 and 5, V.W) 

15. Custody staffing and transportation capacity should be increased to 
adequately support the mental health operation. No clinical mental health 
appointment - either within the facility or outside - should be canceled due 
to officer unavailability. Staffing and transportation should be increased to 
ensure uninterrupted access to appropriate medical/mental healthcare. In 
2015, it was recommended that the facility create an office on the West (men’s) 
side for mental health staff to be able to see male detainees without reliance on 
officers to escort them to clinic, but this important recommendation was not 
implemented and resulted in related problems that were found during the 2017 
onsite. It remains a necessary recommendation. (2011 PBNDS Medical Care: 

II.7, V.A and B, V.R and S, V.W) 

16. ACF’s medical contractor, in consultation with ICE IHSC, should 
immediately institute an electronic Medication Administration Record 
(MAR). Currently, there is no electronic capability allowing ACF mental health 
staff to see what medications any detainee-patient is currently taking. Although 
the current ECW has the capacity for this, security concerns were cited as a 
reason not to provide wireless accessibility throughout the facility. This prevents 
nurses from documenting on laptops when detainees take their medications or 
refuse them (which is the standard process in most correctional settings). The 
ability to do this is especially critical for psychiatric patients, who decompensate 
quickly when not taking their prescribed medications; often resulting in poor 
outcomes. ACF's lack of one master electronic MAR has resulted in there being 
three different records of current medications (ECW current meds, the paper 
MAR, and the progress notes) which were found to be often contradictory. When 
clinical staff are forced to go to great time-consuming lengths to pull up a paper 
MAR and compare the data for medication errors or poor patient adherence, the 
detainee’s safety is at risk. (2011 PBNDS Medical Care: 11.23 and 27, V.S, 
V.Y.l.a) 

17. ACF’s medical contractor, in consultation with ICE IHSC, should 
immediately populate the electronic medical record (ECW) with the 
detainee-patients’ location. When ACF’s clinical staff do not know where their 
detainee-patients are located, those detainees may not be seen as needed and 
required. In addition, staff may mistakenly assume the detainee is in an offsite 
hospital when they, in fact, have just returned to ACF, which is a vulnerable time 
for those detainees. The detainee's clinical team should know where their 
detainee-patient is located. It is technically possible, and should be made a 
priority for GEO to connect with ECW to populate this data, which will better 
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ensure patient safety. (2011 PBNDS Medical Care: II.8 and 12,11.20 and 23, 
V.F.3.a.3 and 4, V.G.12, Y.l.a and b) 


Conditions 


CRCL’s corrections expert made the following priority recommendations. All of these 
recommendations relate to the 2011 PBNDS. 

18. In 2015, CRCL recommended that ACF use interpreters and/or language lines 
consistently for LEP detainees during the intake screening process and completion 
of the important and required intake forms. ACF continues to fail to meet the 
Admission and Release Standard. Interpreters or language lines are not being 
consistently used for LEP detainees during the intake screening process and 
completion of the intake forms. ACF should consistently use interpreters or 
language lines for LEP detainees during the intake process. (PBNDS 2011 
Admission and Release: II. 8 , V.F, V.G) 

19. In 2015, CRCL recommended that ACF should correct its intake and admission 
process by ensuring detainees are signing documents in a language the detainee 
understands, or by providing oral assistance in order to comply with the detention 
standard. ACF continues to fail to meet this standard. ACF should ensure that 
detainees are signing documents in a language they understand or provide 
oral assistance. (PBNDS 2011 Admission and Release: 11.8, V.F, V.G) 

20. In 2015 CRCL recommended that long-term segregation housing of detainees 
with serious mental health conditions at ACF should cease. This was not 
corrected. A therapeutic unit should he established to house Special 
Management Unit (SMU) detainees, where appropriate oversight and 
treatment results in those detainees' eventual transition to general 
population or a step-down unit. ERO. IHSC and ACF must audit all SMU 
cases to identify those detainees housed in the SMU, partially or wholly due to 
mental health conditions and develop a safe housing alternative with more 
intensive mental health services (including mental health group therapy) in a non- 
SMU setting. (PBNDS 2011 Special Management Units: II.4, II.6, II.7) 

21. In 2015, CRCL recommended that the Mental Health Director and IHSC ensure 
that ACF Mental Health staff conduct daily face-to-face rounds with all detainees 
in the SMU, and provide appropriate mental health assessments and treatment. 
Daily rounds are being conducted; however, one of the rooms in the SMU 
should be converted into an interview room where private face-to-face 
interviews between mental health personnel and detainees can be effectively 
conducted. (PBNDS 2011 Special Management Units: II.6 and 7, II.8, V.A, V.F; 
Medical Care: V.F.l, V.N) 

22. In 2015, CRCL recommended that ERO should audit all detainees held in the 
SMU over 30 days for protective housing reasons and determine if transfer to 
another facility is more appropriate to improve treatment or resolve the 
inappropriate use of the SMU for housing detainees with serious mental illnesses. 
While SMU audits are being conducted every 30 days, 40% (20) of the detainees 
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continue to be housed over 30 days. ERO should work with GEO to create a 
housing alternative for non-disciplinary placements in the SMU for over 30 
days. (PBNDS 2011 Special Management Units: II.8 and 9, II.19,V.A, V.F) 

23. In 2015, CRCL recommended that ERO and ACF develop and implement an 
efficient population count process to eliminate the problematic delays that six 
daily counts cause in the detainees’ access to meals, medical care, visitation, 
recreation, and law library. ACF continues to conduct the problematic six counts, 
even though the Chief of Security was not concerned with reducing the number to 
five. ICE and ACF should reduce the number of daily counts to five as a way 
to improve detainee access to programs and services. (PBNDS 2011 
Population Counts: V.A.l; Multiple other PBNDS 2011, including Visitation, 
Recreation, Law Libraries, Food Service) 

24. In 2015, CRCL recommended that ERO and ACF Management (including the 
Warden) develop a reporting system to ensure that facility personnel effectively 
respond to and resolve the detainee grievance issues assigned to them by the 
Grievance Coordinator and then report back to the Grievance Coordinator that the 
matter is resolved. This was not corrected. CRCL again recommends that ICE 
and ACF should develop a reporting system to ensure that facility personnel 
respond and resolve detainee grievances. (PBNDS 2011 Grievance System: II.2 
and 3, II.6 and 8, V.A, V.B.7, V.C) 

25. In 2015, CRCL recommended that ERO and ACF Management develop a 
tracking system to enable review and trend analysis of all grievances involving 
staff mistreatment. This was not corrected. CRCL again recommends that ICE 
and ACF should develop a grievance tracking tool. (PBNDS 2011 Grievance 
System: V.D and F, V.H) 

26. In 2015, CRCL recommended that ICE should receive a copy of staff 
mistreatment grievances upon receipt by the GEO Grievance Coordinator. This 
was not corrected. CRCL again recommends that detainee grievances involving 
staff misconduct should be submitted to ICE as mandated by the PBNDS. 
(PBNDS 2011 Grievance System: V.F, V.G). 

27. In 2015, CRCL recommended that ACF should hold facility staff accountable for 
substantiated abusive and disrespectful treatment of detainees, as determined by 
the Grievance Coordinator and/or other facility personnel. This was not corrected. 
CRCL again recommends that ACF should hold facility staff accountable for 
substantiated abusive and disrespectful treatment of detainees. (PBNDS 2011 
Grievance System: V.G) 

28. In 2015, CRCL recommended that ERO and ACF develop a post-assignment 
schedule that creates a sufficient staffing plan that resolves the current, 
problematic staffing deficiencies. The deficiencies are negatively affecting 
operational needs, including excessive count times and meal delays, and 
limitations in access to visitation, law library, and recreation. The post 
assignment schedule has been revised and additional correctional officer positions 
have been added, however this has not resolved the problem. The correctional 
officer medical escort and transportation staffing should be increased to 
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adequately support the medical and mental health escort needs within the 
facility and to outside appointments. (PBNDS 2011 Post Orders: V; Food Service: 
II.4, V.D; Visitation: 11.4 and 6. V.B and J; Recreation: 11.4, V.B; Law Library 
and Legal Material: II.2, II.4 and 5, V.C) 

29. ACF should hire staff (e.g. a Spanish-speaking law librarian) and/or develop 
other mechanisms to provide language assistance to detainees who are not 
proficient in English so they may utilize the Law Library. (PBNDS 2011 Law 
Libraries and Legal Material: 11.8, V.I) 

30. ACF should institute a computer training class demonstrating use of the 
Lexis-Nexis software and computers, and create a detainee-worker position 
in each housing unit to assist detainees with using the computer system. 

(PBNDS 2011 Law Libraries and Legal Material: II.8, V.I) 

31. ACF should develop a Language Line logging system and require all facility 
staff to record Language Line use, by date and A#. (DHS Language Access 
Plan, 2012) (2011 PBNDS: Multiple) 

32. ERO and ACF should ensure that all forms issued to detainees for 
informational purposes, hut especially those requiring detainee signatures, 
are written and/or translated in a language the detainee comprehends, or 
provide oral interpretation of these forms and document the provision. All 

written material provided to detainees shall generally be translated into Spanish. 
(DHS Language Access Plan, 2012) (2011 PBNDS: Multiple) 

33. ACF’s healthcare grievance process (medical, mental health and dental) is 
currently unreliable. The ACF Medical Unit should designate a staff position 
that is responsible for timely reviews and responses to the detainees’ medical 
grievances and ensure that timely and appropriate follow-up actions are 
completed, in order to prevent further detainee injury or death. (PBNDS 2011 
Grievance System: 11.2 and 3, 11.6 and 8, V.A, V.B.7, V.C) 

34. A separate healthcare medical grievance log should be instituted to track 
healthcare-related grievance submissions and ensure timely responses. 

(PBNDS 2011 Grievance System: 11.10, V.A, V.C.2 and 4) 

35. A monthly audit should be conducted of submitted healthcare grievances to 
improve timeliness of care and ensure appropriate access to medical, mental 
health and dental care. (PBNDS 2011 Grievance System: V.C.4) 

36. ACF must provide access to a cold-water shower in the East and West wings 
for decontamination of detainees who have been exposed to OC Pepper 
Spray. (PBNDS 2011 Medical Care: V.F; Use of Force and Restraints: V.A.5, 
V.B.6 and 11, V.B.14, V.D.2) 

It is CRCL’s statutory role to advise department leadership and personnel about civil rights and 
civil liberties issues, ensuring respect for civil rights and civil liberties in policy decisions and 
implementation of those decisions. We look forward to working with ICE to determine the best 
way to resolve these complaints. You can send your response and action plan by email. If you 
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have any q uestions, please contact Senior Policy Advisor, Moreen Murphy by telephone at(b)(6) 


(b)(6) 


or by email at|(b)(6) 


Copies to: 

Nathalie R. Asher 

Acting Deputy Executive Associate Director 
Enforcement and Removal Operations 
U.S. Immigration and Custom s Enforcement 


(b)(6);(b)(7)(C) 


Tae Johnson 

Assistant Director 

Custody Management 

Enforcement and Removal Operations 

U.S. Immigration and Customs Enforcement 


(b)(6);(b)(7)(C) 


|(b)(6);(b)(7)(C) 

Acting Assistant Director 
Office of Detention Policy and Planning 
U.S. Immigration and Customs Enforcement 
1(b)(6): (b)(7)(C) 


Dr (b)(6);(b)(7)(C) 


Associate Director 
ICE Health Service Corps 
Enforcement and Removal Operations 
U.S. Immigration and Customs E nforcement 


(b)(6);(b)(7)(C) 


CAP! (b)(6);(b)(7)(C) 

Chief Medical Officer 
ICE Health Service Corps 
Enforcement and Removal Operations 
U.S. Immigration and Customs Enforcement 


(b)(6);(b)(7)(C) 


(b)(6);(b)(7)(C) 


(b)(6);(b)(7)(C) 


Enclosures 
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Office for Civil Rights and Civil Liberties 

U.S. Department of Homeland Security 

Washington, DC 20528 


Homeland 
IIP Security 

CRCL Document and Information Request 

Adelanto Correctional Facility 
Follow-up Onsite Investigation 


CRCL Staff: Moreen Murphy, Senior Policy Advisor, DHS-CRCL Compliance 
(b)(6) ~| 

p>X6) Policy Advisor, DHS-CRCL Co mpliance 

(b)(6) I 


CRCL Expert C onsultants: 


D.](b)(6) 

iMedical Care) 

Di|(b)( 6 ) 

\Mental Health Care) 

(b)(6) 

Corrections) 


Onsite Investigation Dates: November 13-14, 2017 

Complainants and Complaint Numbers: 17-03-ICE-0103, 16-06-ICE-0627, 17-07-ICE-0456, 
17-08-1CE-0299, 17-09-1CE-0356, 17-09-ICE-0407, and 17-09-1CE-0366 


Note: 

1. It is helpful to CRCL's experts to have many of the requested documents/information 
for review before the onsite investigation. By November 6, 2017, please make 
available to CRCL those items listed below under “Information Needed Prior to Onsite 
Investigation.” 


2. If you, (1) do not have a particular document or the requested information; (2) do not 
collect the particular information requested; or, (3) a piece of the information requested 
is a large or voluminous document, you may make it available to CRCL onsite rather 
than sending it prior to the onsite. If so, please indicate such in your response to this 
Request. 


3. If you have any questions or concerns, or would like to discuss any of the particular 


requests, ple ase contact Senior Policy Advisor Moreen Murphy at DHS CRCL, (b)(6) 


(b)(6) 


CRCL Document and Information Request 


Page 1 of 6 
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A. Information Needed Prior to Onsite: 

This requested information/documents should be made available to CRCL for review 

by COB Monday, November 6, 2017 

Medical and Mental Health 

• ACF policies and procedures on medical care - including emergency medical care) - if 
changed since CRCL’s 2015 onsite investigation 

• ACF policies and procedures on mental health care — including emergency mental health 
care - if changed since CRCL’s 2015 onsite investigation 

• All program descriptions of the current mental health system - if changed since CRCL’s 
2015 onsite investigation 

• The mental health system organization chart [with both position and name of person 
filling the position, and his/her credentials (e.g., degree, certification)] 

• List all authorized (i.e., funded) mental health positions by program/area, including 
Intake, Administrative Segregation, General Population, etc. 

o For each position, indicate the staffs name, professional degree, start date, and 
percent of FTE if not full-time 

o If the position is vacant, provide the date it became vacant 

o For any staff on leave, indicate the date the leave began 

• Current Medication Formulary (medical and mental health) 

• Current number of detainees on each medical care provider’s caseload 

• Current number of detainees on each mental health care provider's caseload 

• Medical and mental health staffing plans (noting filled positions and vacancies) and 
including provider staff (physicians/NP/PA) weekly on-site clinic schedules 

• Medical Sanding Orders (if any exist) 

• Nursing protocols 

• Clinical guidelines for chronic disease and mental illness, if changed since CRCL’s 2015 
onsite investigation 

• Current list of chronic medical care detainees, with detainee name, A#, and housing unit 

o MAR for each detainee on the list 

• Current list of chronic mental health care detainees, with detainee name, A#, and housing 
unit 

o MAR for each detainee on the list 

• List of all detainees receiving psychotropic medications since February 1, 2016 (include 
detainee name. A#, all housing unit(s) while detained at ACF, medication name and 
MAR). Note with an * all detainees listed who: 

1. Refused their prescribed medication; 
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2. Received court-ordered medication while detained (via court orders sought by 
ERO/ACF); and, 

3. Were transferred to an outside mental health facility for diagnosis and/or stabilization 

• All detainee sick- call requests (medical and mental health) and responses since February 

1,2016 

• List of all detainees on a hunger strike since February 1, 2016, including detainee name, 
A# and housing unit during their hunger strike 

• List of all self- or otherwise identified transgender detainees housed at ACF since 
February 1, 2016, including detainee name. A# and assigned housing unit(s) 

• List of all detainees reported or determined to have Hepatitis C since February 1, 2016 

• Copies of all grievances (ACF and ICE) involving medical care and/or mental health care 
since February 1, 2016 

• ICE contract with Alvarado Parkway Institute (for acute mental health needs) 
Corrections 

• Detainee Handbook(s) 

• Current ACF population count, and housing unit population count, broken down by 
security classification and gender (I page each, if possible) 

• ACF policies, procedures, and any other guidance on the following topics (if changed 
since CRCL’s 2015 onsite): 

o Language Access/Language Services 
o Intake 
o Classification 
o Housing 
o Discipline 
o Telephone Access 
o Mail 

o Legal/Law Library Access 
o Visitation and Legal Visitation 
o Hunger Strikes 
o Staff/Detainee Communication 
o Grievances 
o LGBTI Detainees 
o Discrimination/Profiling/Harassment 

o Sexual Assault and Abuse Prevention and Intervention (PREA/SAAPI) 
o Incident Reporting System 

o Staff Training (include a list of new or changed classes and requirements since the 
2015 onsite) 

o Investigations/Criminal Prosecution 
o Use of Force 
o Segregation 

• Language Line usage billings since May 1, 2017 
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• Copy of SEN Number 

• Copy of SEN Number 

• ACF Grievance logs, and summaries since February 1, 2016 

• All grievances that allege staff abuse since February 1, 2016, and responses 

• Reported Sexual Abuse/Assault Incident Logs since February 1, 2016 

• Zero Tolerance Memorandum regarding Sexual Abuse, Assault and Harassment 

• All sexual assault incident reports for 2016 and 2017 

• Any incident report involving a hunger strike since January 1, 2016 

• Housing records, including all bed movements, for ACF detainees listed under medical 
and mental health care, section B. 

• List of any known LGBTI detainees at ACF February 1, 2016. Designate as 
“transgender" and “gay” if known 

• Records of investigations/criminal prosecution referrals for sexual assaults since January 
1, 2015, and related incident reports of alleged criminal activity 

• Current contract with ICE 

• ICE Quality Assurance Reviews since February 1, 2016 

• Log of all housing unit lockdown events, by housing unit since February 1,2016, and the 
reason for the lockdown 

B. Information Needed Onsite: 

The following information/documents should be available to the CRCL investigation team upon 

arrival at ACF on November 13, 2017 at 8:30 a.m. 

These documents do not need to be copied ahead of time. We will review them onsite and 

return any originals to you. If we need copies, it is either noted below or we will request 

them onsite. 

Medical and Mental Health Care 

• Access to complete medical/mental health files, and list of housing assignments for the 
following detainees : 

o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 



(b)(7)(E) 
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• List of ER trips and/or hospitalizations since February 1, 2016 with date and medical 
reason 

• Medication Administration Records (from September 1 to November 10, 2017) 

• Sick call log since February 1, 2016 

• Log of specialty care outside the facility since February 1, 2016 

• Appointment schedule for all medical and mental health practitioners for the past 6 
months 

Corrections 

• 6 Copies - Current list of detainees held in segregation, date entered, and basis for 
segregation (administrative or disciplinary) 

• Detention tiles and housing movements for all Adelanto detainees who have died since 
December 11, 2015. 
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• Copy - Detainee Census on the first day (November 13, 2017) of the CRCL onsite, listing 
names, A number, booking dates, current housing location, and country of origin 

• Copy - Facility floor plan, diagram or map with designation of classification level(s) in 
each unit/housing unit 

• Copy - All planned use of force videos since January 1, 2016 

• The current correctional-post assignment schedule (staffing plan; total and by shift) 

• Most recent staffing analysis 

• Detainee grievances filed since February 1, 2016 involving: 

o Staff verbal or physical abuse 
o Staff-detainee communication problems 
o Harassment based on gender identity 
o Law Library 
o Visitation 
o Discipline 
o Housing 

o Staff-on-detainee sexual harassment/sexual abuse/sexual assault 
o Detainee-on-detainee sexual misconduct/sexual assault 
o Use of Force 
o Discipline 
o Segregation 

• ICE’s detainee grievance log for 2016 and 2017 

• Copy - Investigative logs since January 1,2016, detailing the type of investigation, start 
date, end date, disposition (including allegations of detainee/detainee sexual abuse or 
assault and staff/detainee sexual abuse or assault), to include log of staff investigations 
related to detainee complaints/grievances 

o Copy - Log of staff investigations related to detainee complaints of staff abuse 
since January 1, 2016. 

o Copy - Any letter of prosecution or declination since January 1,2016, related to a 
staff abuse or sexual assault prosecution 

• List of detainees held in segregation since January 1, 2016. the length of time in 
segregation (by event), and the reason for segregation (by event) 

• Copy - Detainee disciplinary hearings log for the past 6 months 
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From: 

To: 

Ce: 


Subject: 

Date: 

Attachments: 


CRCL Olficer 
Albence, Matthew 

Quinn. Cameron : McKennev. William 

Flpkrh akpr Dphnrahl/U\/C\. 

(b)(7)(C) 

Adelanto Correctional Facility 

Wednesday, April 25, 2018 2:43:48 PM _ 

EXPERT REPORT - Adelanto Medical Care (Ddlh Hfilli na l.Pdf 
EXPERT REPORT - Adelanto Correction 

EXPERT REPORT - Adelanto Mental Health (Or ||b)(6)[mal.pdf 
Adelanto Expert Recommendations Memorandum Signed 4-25-18.odl 



Good afternoon Mr. Albence, 


Attached, please find the Adelanto Expert Recommendations Memorandum and Expert 
Reports. 


If you have any questions, p lease contact Senior Policy Advisor, Moreen Murphy by 
telephone at|(b)(6) or by email at|(b)(6) 


Regards, 


Office for Civil Rights and Civil Liberties 
U.S. Departmen t of Homeland Security 


(b)(6) 
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ADELANTO CORRECTIONAL FACILITY 
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MAS 


Roseville, CA 


November 16, 2017 
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ADELANTO CORRECTIONAL FACILITY 


I. SUMMARY OF REVIEW 

The U.S. Department of Homeland Security (DHS), Office for Civil Rights and Civil Liberties 
(CRCL), conducted a November 13-14, 2017 progress review and investigation at the Adelanto 
Correctional Facility (ACF) in Adelanto, California. The prior December 9-11, 2015 onsite 
investigation at this facility identified deficiencies in the areas of admission and release, special 
management units, population counts, grievance system, staff misconduct, retaliation, staff- 
detainee communication, staffing, training, legal access, visitation, language access, health and 
mental healthcare, and management team assistance. On February 2, 2016 CRCL received 
notification from ICE ERO of the death of an ACF detainee alleging delayed and inadequate 
medical care. 1 On December 19, 2016 CRCL received an email referral from the DHS Office of 
Inspector General (OIG) which alleged delayed and denied access to medical care, failure to 
provide medications and failure to respond to medical grievances. 2 On April 19, 2017 CRCL 
received a detainee complaint alleging delayed medical treatment, verbal abuse and retaliation 
by medical staff. 3 On May 13, 2017 CRCL received an email notification from ICE Joint 
Intelligence Operations Center (JIOC) Daily Detainee Assault Report of a use of force incident 
report involving a detainee diagnosed with mental illness and Hepatitis C. 4 On June 5, 2017 
CRCL was notified by ICE of the May 30, 2017 death of a 46 year old detainee. 5 On June 21, 
2017 CRCL received email notification from the ICE JIOC Daily Detainee Assault Report of a use 
of force incident involving a detainee- correctional officer assault. On June 26, 2017 CRCL 
received correspondence from The Border Rights Project on behalf of their clients alleging that 
two detainees participated in a hunger strike to protest the inhumane conditions at the ACF and 
in retaliation were beaten, placed in administrative segregation, denied access to medical care, 
denied access to their attorney, denied grievance forms and ICE did not respond to the 
detainees' requests for a credible fear interview. 6 Due to time limitations CRCL focused this 
investigation of operations in the following areas: admission and release, special management 
units, use of force, population counts, grievance system, staff misconduct, retaliation, staff- 
detainee communication, staffing, training, legal access, visitation, language access, health and 
mental healthcare, and management team assistance. This investigation also reviewed ACF's 
adherence to the 2011 Performance Based National Detention Standards (2011 PBNDS). 


1 CRCL Complaint No. 16-06-ICE-0627 

2 CRCL Complaint No. 17-03-ICE-0103 

3 CRCL Complaint No. 17-07-ICE-0456 

4 CRCL Complaint No. 17-08-ICE-0299 

5 CRCL Complaint No. 17-09-ICE-0356 

6 CRCL Complaint No. 17-09-ICE-0366 
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Allegations related to the deaths, medical and mental health care are addressed by the medical 
and mental health experts who participated in the onsite investigations; however, I did review 
medical and mental health care from a correctional perspective relative to access to care 
complaints and grievances. 

Through this review, I found operational deficiencies related to some of the allegations, as well 
as other operational deficiencies observed during the November 13-14, 2017 onsite 
investigation and document review. 

This report contains recommendations to address identified deficiencies, based on correctional 
experience, ICE's detention standards, and recognized correctional standards including those 
published by the American Correctional Association (ACA). 


II. PROFESSIONAL EXPERTISE 


(b)(6) 


I am an expert corrections consultant. My educational background includes; (b)(6) 
*-:- - --1 


My correctional expertise results from 

(b)(6) 

(b)(6) 



(b)(6) 


I have provided expert reports and testimony for prison and jail-related litigation in the (b)(6) 
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II. 


RELEVANT STANDARDS 


A. ICE Detention Standards 

ICE's 2011 PBNDS currently apply to ACF. This facility was covered by these standards during 
the entire period relevant to this investigation. Consequently, I relied on the 2011 PBNDS when 
looking at the specific allegations regarding conditions at the facility. Additionally, I considered 
ICE Directive 11062.1: Sexual Abuse and Assault Prevention and Intervention issued May 22, 
2014, which was in force and effect during this period. The PBNDS 2011 which includes section 
2.11 Sexual Abuse and Assault Prevention and Intervention (SAAPI) policies was also in effect 
during this period. 


III. FACILITY BACKGROUND AND POPULATION DEMOGRAPHICS 

ACF is located in Adelanto, California, and is operated and managed by The GEO Group, a 
private corrections company, under a dedicated Inter-Governmental Service Agreement (IGSA) 
between ICE and the City of Adelanto, California, to house only ICE detainees. ACF has a rated 
population count of 1940. ACF began the initial intake of detainees in August of 2011 opening 
East Facility with a rated bed capacity of 650. On August 1, 2012 West Facility was opened, 
adding 650 beds of housing capacity. Detainees have been housed at this facility since 2011. In 
July 2015 the GEO Group added a 650-bed expansion. ACF houses male and female detainees. 

The detainees are housed in a mix of dormitory and secure housing units. Housing units have 
Lower and Upper tiers. Male detainees held in segregation are housed in a Special Management 
Unit (SMU) at the West Facility. The SMU contains 32 cells with an upper and lower tier and has 
a total capacity of 64. The administrative SMU male count at this facility was 32, and the 
disciplinary SMU male count was 14 during the November 13-14, 2017 site visit. The 
administrative SMU female count was three and the disciplinary SMU female count was 1 during 
this population included a combination of detainees on disciplinary and administrative 
segregation status. 

IV. REVIEW PURPOSE AND METHODOLOGY 

The purpose of this review was to examine the specific allegations made in the complaints, as 
well as to identify other areas of concern regarding the operation of the facility. As part of this 
review, I examined a variety of documents; conducted a site visit of ACF on November 13-14, 
2017, along with CRCL staff and experts who examined medical and mental health care; and 
interviewed ICE and ACF staff and detainees. Detainee names and alien numbers and staff 
names are omitted from this report, and instead listed in Appendix A. 

ACF staff were helpful and cooperative during our site visit, and I appreciated their assistance. I 
also appreciated the cooperation and assistance provided by ICE staff before, during, and after 
our visit. 

In preparation for the site visit and completion of this report, I did the following: 

• Reviewed detainee complaints 
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• Reviewed JIOC Daily Detainee Assault Reports 

• Reviewed the Border Rights Project correspondence 

• Reviewed the April 2016 ICE National Detainee Handbook 

• Reviewed relevant ICE PBNDS 2011 

o Grievance System 
o Detainee Handbook 
o Admission and Release 
o Law Libraries and Legal Material 
o Recreation 
o Religious Practices 
o Staff-Detainee Communication 
o Special Management Units 
o Staff Detainee Communication 
o Classification System 
o Population Counts 
o Disciplinary System 

o Sexual Assault and Abuse Prevention and Intervention 
o Facility Security and Control 

• Reviewed relevant ACA correctional standards 

While at the ACF on November 13-14, 2017 and post visit, I did the following: 

• Toured East and West Facility Housing Units 

• Toured the SMUs 

• Toured Visiting 

• Interviewed housing officers 

• Reviewed the Inter-Governmental Service Agreement between ICE and the City of 
Adelanto 

• Reviewed institutional operational policies 

• Reviewed law library access at ACF 

• Interviewed the law librarian 

• Reviewed the facility schedule for the law library 

• Reviewed the recreation schedule for the SMUs 

• Interviewed custody and program personnel regarding admission and release, SMUs, 
use of force, population counts, grievance system, staff misconduct, retaliation, staff- 
detainee communication, staffing, training, legal access, visitation, language access, 
health and mental healthcare, and management team assistance. 

• Inspected the SMUs 

• Inspected telephone pro bono number postings in the SMUs 

• Reviewed detainee grievances logs for 1/1/2016-10/31/2017 

• Reviewed specific detainee grievances and responses 

• Interviewed Grievance Officer 

• Reviewed detainee disciplinary reports 

• Reviewed disciplinary segregation orders 

• Reviewed disciplinary housing logs 
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• Interviewed male and female detainees in East and West Facilities 

• Interviewed randomly selected detainees in the SMUs 

• Spoke with various facility staff and management during the course of the review 

• Met with various ICE staff during the course of the review 

• Reviewed detainee housing rosters 

• Reviewed detainee files 

• Reviewed the ACF supplemental detainee handbook 

• Reviewed Administrative Segregation and Disciplinary Segregation hearing notices, 
reports, detention files, and housing logs 

• Reviewed detainee requests made to ICE 

• Reviewed the Daily Activity Schedule 

• Reviewed ACF policies on: 

o Classification 

o Detainee Programs-Recreation 

o Special Management Detainees/Special Management Unit Operations 

o Use of Force 

o Detainee Grievance Program 

o Detainee Rules and Disciplinary Procedures 

o Admission and Release 

o Detainee Handbook 

o Staff and Detainee Communication 

o Library Services 

o Language Line Services 

o Prevention of Sexual Assault and Abuse 

o Correspondence 

o Access to Telephones 

o Visitation 

o Training 

o General Incident Reports 
o Hunger Strikes 

In the context of this report, a finding of "substantiated" refers to an allegation that was 
investigated and determined to have occurred; a finding of "not substantiated" refers to an 
allegation that was investigated and the investigation produced insufficient evidence to make 
final determination as to whether or not the event occurred; and a finding of "unfounded" 
means an allegation that was investigated and determined not to have occurred. Detainee's 
name and A#'s referred to in this report are listed in Appendix A. 


V. CORRECTIONS FINDINGS AND RECOMMENDATIONS 

A. Admission and Release and Language Access 

The 2011 PBNDS protects the Community, detainees, staff, volunteers and contractors by 
ensuring secure and orderly operations when detainees are admitted to or released from a 
facility. As part of this and the previous investigation I reviewed the admission and release 
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process. I interviewed staff in Receiving who are responsible for the intake screening, admission 
and release of detainees. I also reviewed i ntake screening and classification documents in 
detention files as part of my investigation. 



The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 

Recommendation 


(b)(5) 


(b)(5) 

PBNDS 2011, Admission and Release) 


STATUS: Not corrected-previous recommendation 


B. Special Management Units 

The 2011 PBNDS protect detainees, staff, contractors, volunteers, and the community from 
harm by segregating certain detainees from the general population in SMUs with an 
Administrative Segregation section for detainees segregated for administrative reasons and a 
disciplinary segregation section for detainees segregated for disciplinary purposes. Because of 
the risks associated with the isolation of a detainee in segregation, the detention standards 
mandate specific requirements for any detainee held in segregation to protect their rights. 

SMUs A and B at ACF housed 46 male detainees at the time of this investigation. ACF's SMU log 
identifies 15 cases with serious mental illness (SMI). The Women's SMU housed four detainees 
at the time of this investigation, and the SMU log identified 3 with SMI. The total number of 
detainees held in segregation at the time of this investigation was 50 detainees. The SMU 
detainee's SMI diagnosis and logs are incorrect. The CRCL mental health expert identified that 
26 (32%) of the 50 detainees held in SMU at the time of this investigation had SMI. I additionally 
found when reviewing the SMU log that the log only tracks the number of days a detainee is 
held in segregation for the current stay. The longest amount of time a detainee was held in the 
SMU on the November 13, 2017 log was 426 days based on detainee #4's request for protective 
custody (PC). No detainee should be held in the SMU for this amount of time. Isolation alone 
can create physical safety concerns and can result in mental decompensation. Thirty-six percent 
(18) of the SMU population had been housed in the SMU for over thirty days. The majority of 
long term stays in the SMU are based on self PC requests due to the detainee's stated safety 
concerns. When I further analyzed the cases in the SMU, I found that four other detainees had 
spent over three hundred days in the SMU based on multiple stays. These four detainees had 
spent 370 to 904 days in the SMU. The Healthcare staff were making the required daily rounds, 
but detainees were being interviewed at the cell front which prohibits an accurate assessment 
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of the detainee's mental health condition (b)(5) 
(b)(5) 


FINDING: ACF SMU PRACTICE DOES NOT CONFORM TO THE PBNDS ON SPECIAL 
MANAGEMENT UNITS STANDARD. 

The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 


Recommendations 





1(b)(5) _ 

STATUS: Not corrected previous recommendation 


C. Population Counts 

The PBNDS 2011 requires three and encourages more custody counts of the detainee 
population daily; however, the Detention Standard also requires the count system to be 
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effective. The count system at ACF is not effective. There are six counts daily at the East and 
West Facility. Limited improvement has been made to the count process at ACF. The 1100 
count has been moved to 10:30 AM which has reduced this count's interference with feeding, 
visitation, etc.; however, the PBNDS 2011 does not mandate six counts. Count can take up to 2 
hours to clear. The number of counts was increased to six several years ago due to a detainee 
escape and was based upon a Corrective Action Plan agreement between ICE and ACF. The six 
counts at ACF creates extended delays in feeding, visiting (legal and regular), recreation, law 


library, and healthcare appointments. These extended delays impact all programming. 

(b)(5) 

(b)(5) 



FINDING: ACF POPULATION COUNT PRACTICE DOES NOT CONFORM TO THE PBNDS ON 
POPULATION COUNTS STANDARD. 


The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 


Recommendation 


(b)(5) 

(b)(5) (P 


STATUS: Partially corrected previous recommendation 

(b)(5) 


(b)(5) 







D. Grievance System, Staff Misconduct, Retaliation, 

The 2011 PBNDS protects detainees' rights and ensure they are treated fairly by providing a 
procedure for them to file both informal and formal grievances and receive timely responses 
relating to any aspect of his/her detention, including medical care. One important aspect of the 
Grievance System Standard is detainees are protected from harassment, discipline, punishment 
or retaliation for filing a complaint or grievance. Detainee #3 called the OIG hotline to make a 
complaint about inadequate medical care. 7 Included in his complaint was ACF's failure to 
adequately respond to detainee #3's medical grievances. I completed a comprehensive review 
of the detainee grievances for 2016 and 2017. Detainees filed 380 grievances in 2016 and 512 
grievances for the period of January 2017 through October 2017. Over one-third of the 
grievance complaints relate to inadequate and access to medical and mental health care issues. 
This large number of healthcare related grievances is not typical in a correctional setting, and is 
a key indicator that the healthcare needs of the detainee population is not being met. During 
the previous investigation in 2015 the large number of medical and mental health grievances 


7 CRCL Complaint No. 17-03-ICE-0103 
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was also raised. The medical expert will provide the expert opinion on medical care and the 
mental health expert will opine on the mental health care; however, grievance systems are 
designed to act as am important indicator or early warning system to assist leadership of both 
ICE/ACF to identify significant issues within the facility. Medical and mental-health care 
concerns were also one of the major issues raised by detainees during detainee interviews that 
CRCL staff and I conducted at this facility. Discourteous staff treatment and retaliation were 
also raised by detainees during the detainee interviews. Detainees filed 57 staff complaint 
grievances in 2016 and 37 staff complaint grievances from January through October 2017. 

Alleged misconduct includes verbal disrespect and harassment of detainees by healthcare, 
program, and custody staff, discrimination based on race, retaliation when detainees voice 
grievances, and excessive use of force. During detainee interviews CRCL staff and I conducted, 
detainees voiced numerous concerns regarding the grievance system. Detainees report having 
no faith in the grievance system due to a lack of responsiveness by staff and the grievance 
system being ineffective. A lack of follow through and failure to correct reported complaints 
and failure to address issues of staff disrespect toward detainees are contributing factors to the 
detainees' lack of faith in the grievance system. GEO does not effectively track detainee's 
grievances regarding staff misconduct and does not provide ICE with a copy of each staff 
complaint as mandated by the PBNDS. Critical healthcare issues are raised in the grievances and 
failure to timely respond to the raised concerns can create life threatening situations for the 
detainees. Additionally, once GEO and ICE are advised of medical and mental health issues and 
fail to respond, the system and personnel can be at legal risk of being found to be deliberately 
indifferent. 

During onsite detainee interviews, the detainees reported they continue to be verbally harassed 
and disrespected by ACF staff in healthcare, program, and custody, discriminated against based 
on race and subjected to retaliation when they voice grievances. These reports mirror the staff 
misconduct formally documented in grievances. Adult Local Detention Facility Performance 
Based Standard 4-ALDF-6A-07 mandate that detainees (Inmates] are not subjected to personal 
abuse or harassment. 


FINDING: ACF GRIEVANCE SYSTEM FAILS TO CONFORM TO THE PBNDS. DETAINEES SUFFER 
RETALIATION, VERBAL HARASSMENT AND TREATED WITH DISRESPECT BY ACF STAFF 

The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 


Recommendations 


(b)(5) 


1(b )( 5 ) 


](PBNDS 2011, Grievance System) 


STATUS: Not corrected previous recommendation 


(b)(5) 


8 . 


(b)(5) 


(b)(5) 


PBNDS 26ll, Grievance System) 
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STATUS: Not corrected orevious recommendation - (b)(5) 

(b)(5) 



|(b)(5) | (PBNDS 2011, Grievance System) 



STATUS: Not corrected previous recommendation 


10. 

(b)(5) 

[/ 

b)(5) 

i 


PBNDS, 


Grievance Svstem) - New Recommendation 


11. 

(b)(5) 

1 

b)(5) 

PBNDS, Grievance System) - New 


Recommendation 


12. 

pK5) 



(b)(5) 

pBNDS, Grievance System) - New Recommendation 


E. Staff-Detainee Communication, Training and Turnover 

In the previous 2015 investigation ICE and ACF management cite staff communication, turnover 
and medical as the three largest problems at this facility. The medical and mental health expert 
will speak to the healthcare related staffing issues in this investigation. Both ICE and ACF 
management previously attributed the high custody staff turnover to the pay level of the 
officers. There are several other contract correctional facilities in close proximity to ACF which 
previously were hiring ACF correctional officers once ACF had trained them because the other 
facilities offered higher salary and benefits. ACF has increased the compensation for 
correctional officers which has reduced the number of vacancies and improved retention rates. 
The pay increase has stabilized the workforce. 

Staffing levels at the East and West facilities was impacted by GEO eliminating over 20 officer 
positions as reported during the previous 2015 investigation. The positions were eliminated 
based on the reduced population levels at the facility; however, the positions that were 
eliminated directly impacted the movement of the detainees to medical, feeding, visiting (legal 
and regular), etc. Some of these positions have been re-instated and filled which has reduced 
movement delays; however, there continues to be a lack of adequate custody positions to 
provide correctional healthcare escorts to medical and mental health appointments within the 
facility and to outside appointments. I have reviewed the current custody post assignment 
schedule which identifies that ACF currently has 5 dedicated medical transportation officer 
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FINDING: ACF HAS AN INADEQUATE NUMBER OF CORRECTIONAL OFFICER HEALTHCARE 
ESCORT POSITIONS WHICH CREATES A BARRIER FOR DETAINEES TO ACCESS MEDICAL AND 
MENTAL HEALTH CARE 


The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 

Recom mendation _ 

13 fb)(5) 


te_ 

and Control) 

STATUS: Partially corrected previous recommendation 
(b)(5) 


PBNDS 2011, Facility Security 


F. Legal Access 



Law Library 


(b)(5) 


_|The law librarian retired which created the 

opportunity for GEO to hire a bi-lingual, Spanish speaking librarian; however, GEO did not hire a 
Spanish speaking librarian. This was a significant missed opportunity for GEO to provide 
improved access to legal services for Spanish speaking detainees. During onsite interviews with 
male detainees on November 13, 2017, detainees voiced significant complaints regarding the 
lack of language assistance related to using Lexis-Nexis, obtaining legal copies and preparing 
legal forms that are only available in English. Detainees reported when other detainees try to 
assist them with translation the detainees are threatened with a disciplinary. The new law 
librarian is not bi-lingual which also contributes to the communication difficulties with LEP 
detainees. 

FINDING: ACF FAILS TO PROVIDE LEGAL ACCESS TO DETAINEES IN COMPLIANCE WITH PBNDS 


The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 
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Recommendations 


14.M5) 


(b)(5) | (PBNDS 2011, Law Library and Legal Mate rial) 


STATUS: Not corrected previous recommendation -pb)(5) 



PBNDS 2011, Law Library and 


Legal Material) 

STATUS: Not corrected previous recommendation 


(b)(5) 


(b)(5) 


G. Limited English Proficiency-Language Access 

ACF and ICE do not currently comply with providing language access to LEP detainees. Under 
federal civil rights law and DHS policy, LEP detainees must be provided meaningful access to 
information, programs and services within ICE detention. Title VI of the Civil Rights Act of 1964 
(Title VI); Executive Order 13,166, Improving Access to Services for Persons with Limited English 
Proficiency, 65 Fed. Reg. 50,121 (Aug. 11, 2000); Department of Homeland Security Language 
Access Plan, February 28, 2012 mandate LEP access for individuals held in detention. This 
obligation includes providing access to competent interpretation (oral) and translation (written) 
services for a wide range of interactions and programs covered by the ICE standards, e.g., 
Admission and Release, Custody Classification, Sexual Abuse and Assault Prevention and 
Intervention, Special Management Units, Staff-Detainee Communication; Disciplinary System; 
Medical and Mental Health Care; Suicide Prevention; Detainee Handbook; Grievance Systems. 
Further, not only is this a legal requirement, but a failure to provide appropriate language 
services can impact the safety of detainees and staff, and undermine the facility’s compliance 
with detention standards and its own processes and procedures. GEO and ICE's contractual 
obligations require them to provide meaningful language access for residents. 

In non-medical settings, ICE and ADF staff do not routinely use language line or translate official 
documents from English to Spanish for Spanish speaking detainees. LEP detainees are required 
to sign documents that they do not understand which invalidates the content of the documents 
and purpose of having detainees sign documents. ICE/ADF management does not believe they 
can mandate staff that is Spanish speakers to use bi-lingual skills. 

FINDING: ADF DOES NOT COMPLY WITH THE DHS 2012 LANGUAGE ACCESS PLAN AND DOES 
NOT COMPLY WITH PBNDS LANGUAGE ACCESS FOR LIMITED ENGLISH PROFICIENT DETAINEES 
STANDARDS 

The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 
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Previous Recommendations 


16 ; 1 (b)(5) 


(b)(5) 


(DHS Access Plan 2012) (PBNDS 2011, Multiple) 


biAiub: partially corrected previous recommendation |(b 


(b)(5) 


(5) 


17. (b)(5) 


1(b)(5) 

lOll) (PBNDS, Multiple) 

STATUS: Not corrected previous recommendation 


(DHS Language Access Plan 


H. Detainee #1 and 2 Death Review (Names listed on Appendix A) 

As Part of this investigation I was asked by CRCL to review from a correctional practice 
perspective any significant factors regarding Detainee #1 and 2's 8 deaths that could have 
negatively impacted access to care while held at ACF. Additionally, Detainee #3 also made a 
complaint via the OIG hotline 9 that ACF provided inadequate medical care including failure to 
provide timely or follow-up care, failure to schedule approved offsite diagnostics and other 
medical related issues. My investigation identified that lack of adequate correctional staffing to 
perform escorts to care internally within the facility and to conduct transports to outside care 
creates a significant barrier for all detainees to access care at ACF. In my previous investigation I 
identified that a significant number of correctional staff vacancies existed which negatively 
impacted all operational areas within the facility. Many correctional staff vacancies have been 
filled; however, there continues to be a need to increase the number of medical escorts. The 
lack of adequate correctional officer medical escort positions results in delayed medical 
transports to outside care and cancelled onsite medical appointments and medical clinics which 
prevents timely access to medical and in some cases, can create life threatening conditions for 
detainees held at this facility. 

FINDING: LACK OF ADEQUATE CORRECTIONAL OFFICER MEDICAL ESCORT STAFFING CREATES 
BARRIERS TO CARE AND CAN CREATE LIFE THREATENING CIRCUMSTANCES FOR DETAINEES 

The PBNDS, along with additional applicable guidelines, support the following priority 
recommendations: 


Previous Recommendation 

None, (b)(5) 


(b)(5) 


8 CRCL Complaint Nos. 16-06-ICE-0627 and 17-09-ICE-0356 

9 CRCL Complaint No. 17-03-ICE-0103 
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(b)(5) 


1(b)(5) 


No additional recommendation is needed. 


Detainee #4, 5, 6 and 7- Excessive Use of Force Allegations 


As Part of this investigation I was asked by CRCL to review three use of force complaints. 10 I 
reviewed the incidents involving Detainee #4 and Detainee #5 allegations and could not 
substantiate any irregularities with the use of force with these incidents based on the available 
information. Videos were not available related to these two incidents. I do note that both 
incidents involve detainees with mental illness. The mental health expert will identify the 
consequences of not providing adequate mental health treatment for detainees. Use of force 
incidents is one of the many negative consequences of not providing adequate treatment and 
medications for detainees with mental illness. Providing effective mental health treatment, 
medications and housing for detainees with mental illness will reduce the number of use of 
force incidents at this facility. 


On June 26, 2017, CRCL received correspondence from The Border Rights project on behalf of 
Detainees #5 and #6 alleging both detainees were beaten, placed in segregation, denied access 
to medical care, denied appropriate access to their attorney, denied grievance forms and ICE did 
not respond to the detainees' requests for a credible fear interview. These actions allegedly 
were taken in retaliation for these detainees participating in a hunger strike protesting their 
treatment and inhumane conditions at ACF. I reviewed the incident reports and viewed the 
video recording of this incident. GEO staff complied with the Use of Force Policy and PBNDS 
2011 in relationship to responding to this incident. This incident involved a large number of 
detainees who participated in a sit in protest locking arms and sitting at tables in the dayroom. 
Custody staff provided the involved detainees with numerous opportunities to respond to 
directives to return to their beds. The detainees failed to comply, and their actions began to 
incite detainees in other areas of the housing unit. Custody staff gave further directives to the 
involved detainees, and in order to not lose control of the unit, ultimately dispersed OC Pepper 
Spray to control the situation. The use of OC Pepper spray to gain detainee compliance was 
appropriate given the circumstances, and the detainee's failure to comply with multiple 
directives from custody for the detainees to return to their beds. Detainees were medically 
evaluated upon the conclusion of the incident. I found no evidence to support that detainees 
were not provided with medical care; however, I did identify a significant issue with the 
decontamination process. When exposure to OC pepper spray occurs, the appropriate method 
to decontaminate effected detainees is to use cold water generally in a shower. The facility 
does not have any access to cold water. The facility only provides a mix of cold and hot water 
through a shower head to comply with the temperatures required for environmental health and 


safety. The warm water will exacerbate the burning effect of the OC pepper spray. 

(bX5) 

1(b)(5) 


(b)(b) Access to the detainees' 



attorney was suspended during the initial incident and response, but was provided as soon as it 
was feasible. I did not substantiate that the detainees were denied access to grievance forms. 


10 CRCL Complaint Nos. 17-08-ICE-0299,17-09-ICE-407 and 17-09-ICE-0366 
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During my investigation I also reviewed ICE records in relationship to the allegation that ICE did 
not respond to Detainee #5 and #6's request for a credible fear interview. There is no record of 
Detainee #5 requesting a credible fear interview. Detainee #6 claimed a credible fear on May 
25, 2017. On May 30, 2017 he requested a credible fear interview. On June 9, 2017 Detainee #6 
received a credible fear interview. The allegation of failure to provide a credible fear interview 
is not substantiated. 

FINDING: ALLEGATIONS OF EXCESSIVE USE OF FORCE, FAILURE TO PROVIDE MEDICAL CARE, 
FAILURE TO PROVIDE ATTORNEY ACCESS AND DENIAL OF GRIEVANCE FORMS ARE NOT 
SUBSTANTIATED 

Previous Recommendation 


18. 

(b)(5) 



(b)(5) 

TPBNU5- 


2011, Use of Force) - New Recommendation 



VI. SUMMARY OF OUTSTANDING PREVIOUS RECOMMENDATIONS 


Below are status updates of previous ACF findings and recommendations: 


(b)(5) 


(b)(5) 

PBNDS 2011, Admission and Release) 


STATUS: Not corrected-previous recommendation 

(b)(5) 

(b)(5) 

PBNDS 2011, SMU) 

STATUS: Not corrected previous recommendation - (b)(5) 

(b)(5) 


(b)(5) 

| 


(b)(5) 

|(PBNDS 2011, SMU) 



1_1' -'-' 

STATUS: Partially corrected previous recommendation 

(b)(5) 

(b)(5) 
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(b)(5) 


(b)(5) 


(b)(5) (PBNDS 2011, SMU) 


STATUS: Partially corrected previous recommendation - (b)(5) 


(b)(5) 



PBNDS 2011, SMU) 


STATUS: Not corrected previous recommendation 

6. 1(b)(5) 


| (b)(5) _|(PBNDS 2011, Population Counts) 

STATUS: Partially corrected previous recommendation -1(b)(5) 


(b)(5) 


(b)(5) _ |(PBNDS 2011, Grievance System 

STATUS: Not corrected previous recommendation |(b )(5) 

(b)(5) 


(b)(5) (PBNDS 2011, Grievance System) 

STATUS: Not corrected previous recommendation -1(b)(5) 

(bj(5j - 



9. (b)(5) 

(b)(5) _(PBNDS 2011, Grievance System) 

STATUS: Not corrected previous recommendation 
10.1(b)(5) 


(b)(5) 

and Control) 


(PBNDS 2011, Facility Security 
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STATUS: Partially corrected previous recommendation - (b)(5) 
(b)(5) 


(k^) (PBNDS 2011, Law Library and Legal Material) 
STATUS: Not corrected previous recommendation -1(b)(5) 
(b)(5) 


JfPBNDS 2011, Law Library 


and Legal Material) 

STATUS: Not corrected previous recommendation ( b )(5) 
(b)(5) 


(b)(5) _KDHS Access Plan 2012) (PBNDS 2011, Multiple) 

STATUS: Partially corrected previous recommendation 1(b)(5) 

(b)(5) 


14. (b)(5) 


(b)(5) _ 

2012) (PBNDS, Multiple) 

STATUS: Not corrected previous recommendation 


[DHS Language Access Plan 


New Recommendations 

Below are recommendations for new deficiencies I found during the December 2017 onsite 
Investigation. These recommendations are based on the 2011 PBNDS. 




(PBNDS, 
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CRCL ADELANTO DETENTION FACILITY INVESTIGATION 


APPENDIX A 

Detainee Name and A Numbers 

Detainee #1: 

Detainee #2: 

Detainee #3: 

Detainee #4: 

Detainee #5: 

Detainee #6: 
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On-site Investigation Report - Adelanto, December 2017 


(b)(6) 


|(b)(6) 


MD. FACP 


Riverside, CA 92506 


December 12, 2017 


Introduction 

This report responds to a request by the Office for Civil Rights and Civil Liberties 
(CRCL) to review and comment on the medical care provided to detainees at the 
Adelanto Correctional Facility (Adelanto or ACF) by the contractor GEO, under the 
authority of U.S. Immigration and Customs Enforcement (ICE). My opinions are based 
on the materials provided and reviewed and an on-site investigation of the facility on 
November 13 th and 14'\ 2017. I had previously visited the facility on December 9 ,h -11 th , 
2015. My opinions are expressed to a reasonable degree of medical certainty. ICE, ICE 
Health Service Corps (IHSC), Correct Care Solutions (CCS) and GEO personnel were 
most pleasant and cooperative during my investigation. 

Overview of Findings 

Overall, the medical care at the Adelanto facility is inadequate and does not meet 
the 2011 Performance Based National Detention Standards (PBNDS) standards'. 

Since my last investigation, important improvements have been made. For example, the 
facility now uses an electronic health record (EHR), as was recommended subsequent to 
the 2015 onsite investigation. Problems previously cited with the medical management 
of hunger strikes has been successfully remediated. And, the facility has now developed 
a quality assurance program and is making an effort to identify and remediate problem 
areas. However, major problems remain. While problems were previously and currently 
identified in a number of areas, almost all of those problems continue to be linked to one 
fundamental problem: incompetent clinical medical leadership; a problem cited in my 
previous on-site investigation report. The consequence of incompetent medical 
leadership is a medical program where care is uneven, uncoordinated, lacking in 
continuity, and lacking in provision. Even with the successful deployment of an 
electronic health record, medical documentation remains incomplete. Medical care 
moves forward slowly and inefficiently and things fall through the cracks. There are 
significant delays and denials of care for medical conditions, including serious medical 
conditions. 

Specific Findings 


1 Specific examples and citations to relevant standards will follow in the body of this 
report. 
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1. Complaints - The Office for Civil Rights and Civil Liberties received a high 
number of complaints about medical care prior to our on-site investigation, 
including six cases cited in the Retention Memo (see cases 1-6 in Appendix II) that 
was sent to ICE Headquarters, and a number of complaints identified during the 
on-site investigation. 

Cases cited in the Retention Memo: 

a. Complaint No. 16-06-ICE-0627 (Case 1 in Appendix II) involves a detainee 
death. The complaint of inadequate care is substantiated. This case will be 
discussed in greater detail in item 2. 

b. Complaint No. 17-09-ICE-0356 (case 2) also involved a detainee death. As 
that death is currently under investigation by another office in DHS, my 
access to records on that case was denied. Unable to review. 

c. Complaint No. 17-03-ICE-0103 (case 3) alleged inadequate care for a knee 
injury. This complaint is substantiated. 

d. Complaint No. 17-07-ICE-0456 (case 4) alleged inadequate care for ear pain. 
This complaint is not substantiated. 

e. Complaint No. 17-09-ICE-0366 (case 5) alleged inadequate medical care after 
a use of force incident. This complaint is substantiated. 

f. Complaint No. 17-09-ICE-0366 (case 6) alleged inadequate medical care after 
a use of force incident and during a hunger strike. This complaint is partially 
substantiated. 

Cases identified osite in facility grievance logs (sample cases) 

g. Case 7 (see Appendix II) alleged inadequate and delayed access to care for a 
wrist fracture resulting in mal-union (improper healing resulting in deformity) 
of a wrist fracture. This grievance matter is substantiated. 

h. Case 8 alleged inadequate and delayed access to care for a complicated ankle 
injury with possible joint and bone infection. This grievance matter is 
substantiated. 

2. Detainee Death -1 have previously conducted a records review of this death and I 
have reviewed the ICE Office of Detention Oversight (ODO) Detainee Death 
Review (DDR). The ODO DDR found numerous inadequacies in the medical care 
provided in this case. Among my findings were three inadequacies that were 
likely related, in my opinion, to the fatal outcome. These include a) the failure of 
the nurse to respond appropriately or evaluate the detainee when he was in acute 
distress, b) multiple additional delays in getting access to needed care for the 
detainee after the illness had been recognized by staff, and, c) a failure of medical 
staff to manually obtain vital signs during the emergency medical evaluation. 

3. Lack of Medical Leadership - In order to be compliant with the 2011 PBNDS, a 
medical program must have a leadership structure, including a Clinical Medical 


(b)(6) 
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Authority (CMA, usually a physician), and a Health Services Administrator 
(HSA). This “designation of authority” is critical for the organized and 
appropriate provision of medical services, and the final measure of the adequacy of 
the leadership is found in the care that is ultimately delivered. In my previous 
report, I cited this as a problem area and reported inadequate supervision and care 
as significant consequences. Although ACF made one effort by changing the 
medical contractor, that new contractor left the same incompetent leadership in 
place. Again, 1 found that poor clinical leadership has continued to result in 
inadequate medical care for the ACF detainees. 

4. Grievances - Adelanto does have a grievance process and that process includes 
complaints or grievances on medical care. In the previous 2015 investigation, 
there were more than 200 grievances about medical care. In 2017, the number has 
actually increased. Most of those complaints continue to involve delays or 
denials of care. The majority of the complaints about delays or denials of care 
were substantiated. In spite of both a grievance and quality assurance program, 
there is no evidence that either the high number of grievances or the high number 
of substantiated grievance complaints led to any effective remediation of the root 
causes that lead to delayed or denied care. 

5. Medical Records -Adelanto has successfully deployed an electronic health record 
(EHR). This represents a significant improvement over the paper record used in 
the past. However, problems relating to medical documentation persist. For 
example, many documents are scanned into the medical record, often without 
being reviewed and signed off by the physician (which is required) and very 
frequently with no notation of the scanned documents content being reflected in 
the progress notes written by the providers. This results in key medical 
information being ignored and important medical consultant recommendations 
being ignored and contributes to the inadequate care and delayed care observed at 
the facility. Also, even though the EHR has a module for inputting an electronic 
medical administration record (MAR), which ensures detainees receive their 
prescribed medications or alerts the clinicians when medications are missed, the 
lack of a wireless network in the facility prevents nurses from actually using this 
module. As a result, paper MARs are used and then scanned later into the EHR. 
This insufficient process deprives clinicians of up to date information regarding 
when medications have been given, how medications have been given, and 
if/when they have been refused or missed. 

6. Access to Care - My review of medical records and interviews with detainees 
supported the allegations that access to medical care was slow and, in some cases, 
never happened. For example, I found that treatment for fractures is not 
undertaken with appropriate urgency at ACF. In a number of cases, injured 
detainees with documented fractures had to wait for initial evaluation, emergency 
medical consultation (if it happened at all), and definitive orthopedic care. 
Providers often failed to note or act on significant findings or recommendations 
made by outside medical specialists. The facility also continues to experience 
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long delays for access to care for both acute and chronic medical conditions. 
Discussions with the HSA identified contributing factors as inadequate provider 
staffing, and inadequate custodial (security) support of the medical operation. 

a. Medical Provider Staffing: The wait time to see a provider for both acute 
illness/injury and chronic care needs are often excessively long, and this appears 
to be due in part to the inadequate staffing of providers (both physician and nurse 
practitioner). In addition to long waits for appointments to see providers, the 
providers are not adequately reviewing and following up on the recommendations 
made by outside medical specialist (including ER and hospital specialists) upon 
the detainee/patient’s return to ACF. For example, a detainee who underwent 
surgery to remove her gallbladder received no post-operative visit. Another 
patient who saw a urologist for an infection did not receive the antibiotics that 
were recommended. Yet, another patient saw a cardiologist who made 
recommended medication changes that were ignored by the ACF physician, yet 
no comments or reasons were recorded in the detainee’s medical record. 

b. Custodial Staffing in Support of Medical Operations : A quality improvement 
investigation by the medical unit identified that 60-80 clinic appointments in the 
facility were cancelled due to the unavailability of a runner, and outside 
appointments were often cancelled due to lack of transportation staff and/or 
transport vehicles. 


Summary of Key Findings 

Overall, I found the medical care at this facility to be inadequate and not compliant with 
the 2011 PBNDS. Key deficiencies are as follows: 

1. Medical leadership and oversight DOES NOT meet the 2011 PBNDS (V. B, V. BB. 

2) 2 

2. There is inadequate medical provider staffing (physicians and mid-levels). 

Facility performance DOES NOT meet the 2011 PBNDS (11.21). 

3. There is inadequate custody staffing to support the medical operation. 

Facility performance DOES NOT meet the 2011 PBNDS (V.B) 

4. Adelanto fails to provide timely access to care for both acute and chronic problems. 

Facility performance DOES NOT meet the 2011 PBNDS. (II. 1, II.4, II.5,11.6, 
II.7, II.8,11.12, II. 16, V.A.2, V.A.3, V.A.5, V.S.4). 


2 Unless otherwise specified, all citations to 2011 PBNDS Standards are formatted to 
reference subsections of the 4.3 Medical Care chapter, so, for example V. B refers to 4.3 
subsection V. B. 
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Discussion 


At the time of our on-site investigation, the medical care at Adelanto was seriously 
deficient and did not meet the 2011 PBNDS. Significant deficiencies cited in a previous 
CRCL investigation remained unaddressed. 

I have made the following recommendations for implementation of a Corrective Action 
Plan. If the facilit y cannot correct these deficiencies within the timeline proposed, I 

would recommend |foX5) 

15X5) I 


Initial recommendations for corrective action were provided to ICE on November 17, 
2017, immediately following the on-site. 


1. Medical Leadership 

(b)(5) 

(b)(5) 




2. Provider Staffing: 

(b)(5) 

(b)(5) 
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(b)(5) 



3. Custody Staffing and Support for Medical: 


1(b)(5) 


1(b)(5) 


4. Timely Access to Care: 

(b)(5) 

(b)(5) 



Sincerely, 



(b)(6) 

(b)(6) 

_i 

MD 
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Appendix I 


Expert Qualifications and Methods 
Expert Qualifications 

1. I am a physician licensed in the state of California. I am board certified in 
Internal Medicine and am a Fellow of the American College of Physicians. 

2. I am a Professor of Medicine and Associate Dean of Academic Affairs at the 
(b)(6) 



5. A more detailed listing of my experience in correctional health care, my 
participation in the development of national correctional policy and standards, my 
experiences as a consultant and expert witness, and a list of my publications are 
included in my curriculum vitae, which is attached. 

6. I am familiar with that degree of care and skill ordinarily exercised by members 
of the medical and behavioral health professions involving the care and treatment 
of inmates and pre-trial detainees in correctional facilities. 


(b)(6) 
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Methods of Review 

In advance of the on-site investigation, I reviewed documents provided by the 
Office for Civil Rights and Civil Liberties (CRCL) of the Department of 
Homeland Security. During the on-site investigation, 1 toured the facility 
including dormitories, pill lines and the medical clinic, reviewed documents and 
medical records, and interviewed staff and detainees. 1 did focused reviews of 
medical records for those detainees who had chronic medical conditions such as 
asthma or high blood pressure. Clinical performance was measured by a focused 
review of medical records using a standardized methodology. (The full 
methodology for the review is described in the document entitled Assessment of 
Quality of Medical Care in Detention Facilities, and its accompanying Reviewer 
Pocket Guide.) The measures are based on nationally published accepted clinical 
guidelines, or consensus guidelines where there are no published clinical 
guidelines. I reviewed more than 40 individual detainee medical records 
(including dental records) in total. I conducted 11 individual interviews with 
detainees (seven men and four women) and I participated in a group interview 
with all nine of the detainees on hunger strike. I also reviewed the care of 
detainees who raised medical care issues with me or with other members of our 
site review team during interviews. Where relevant to findings, reference is made 
to the 2011 Performance Based National Detention Standards (PBNDS). 


(b)(6) 
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Appendix II 

This section includes identifiers to protected health information. Disclosure/distribution 
of this appendix should be limited accordingly. 

Identity of Cases Cited in this Report 




16- 06-ICE-0627 

17- 09-ICE-0356 
17-03-ICE-0103 
17-07-ICE-0456 
17-09-ICE-0366 
17-09-ICE-0366 



Adelanto 2015 
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On-Site Investigation Report - Adelanto Correctional Facility, November 2017 


MD, MPH 


Los Angeles. CA 90012 

|ftX6) 


(b)(6) 

1(b)(6) 


December 18, 2017 

Introduction 

This report responds to a request by the Office for Civil Rights and Civil Liberties (CRCL) to 
review and comment on the mental health care provided to detainees at the Adelanto 
Correctional Facility (ACF) by the contractors GEO and Correct Care Solutions (CCS) under the 
authority of U.S. Immigration and Customs Enforcement (ICE). My opinions are based on the 
materials provided and reviewed and an on-site investigation of the facility on November 13-14, 
2017. My opinions are expressed to a reasonable degree of medical certainty. ICE, GEO and 
Correct Care Solutions personnel were helpful and welcoming throughout the investigation. 


Overview of Findings 

Overall, the mental health care at the Adelanto facility for those with serious mental 
illnesses needs significant improvement in the area of Mental Health Care and currently 
does not fully meet the 2011 Performance Base National Detention Standards (PBNDS). 

In December of 2015, CRCL with a team of subject matter experts, visited ACF. At that time, 
the over-arching and most significant issue was the absence of appropriate medical and mental 
health leadership. The same is true two years later. At Adelanto, psychiatric leadership continues 
to be absent and sub-standard mental health care is occurring as a result. With the exception of 
an electronic medical record (which needs significant improvements described herein), and more 
out-of-cell time for detainees in administrative segregation (many of whom remain 
inappropriately housed), no other major or recommended changes have been effectuated since 
2015. As was true in 2015, detainees with serious mental disorders are suffering the most as they 
are sometimes inappropriately diagnosed, often inappropriately housed and often inappropriately 
medicated, or not medicated at all. Without psychiatric leadership to provide ongoing 
supervision of cases of detainees with serious mental disorders and implement changes within 
the facility to create appropriate care and housing, little has changed. There continues to be an 
overall lack of knowledge of the histories of those detainees with serious mental disorders. Even 
though the collection of collateral information is fundamental to the mental health treatment of 
persons with serious mental disorders, there was no evidence that staff attempted to obtain 
collateral historical information. Persons with serious mental disorders are still present at ACF, 
and in alarming high numbers in the segregation unit, obviating the need for specific mental 
health housing, which was also recommended during the 2015 onsite. Due to the lack of 
diagnostic understanding and detainee history, some patients were receiving substandard and 
inappropriate care. There is also poor continuity of care when detainees have to be transported 
outside of the facility for acute care. On the men’s side (West) of ACF, mental health evaluation 
appointments continue to be hindered because the corrections officers are required to escort the 
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detainee to their clinic appointment, though in 20151 


WG) Improving technology, including 

installing facility-wide wireless, allowing mental health staff to use laptops connected to an 
intranet, is necessary for patient safety. The clearest example of this need is demonstrated by the 
lack of an electronic medication administration record (MAR). An electronic MAR is not being 
used at ACF because nurses administering medication directly to patients in their dorms are 
unable to use laptops to enter the data because the facility lacks wireless. As a result, not only are 
medication errors occurring, but there is a lack of medication adherence data being tracked. 

These are urgent patient safety issues that the facility must address immediately. Finally, staff 
report consistent confusion about the location of their patients because the electronic medical 
record system does not provide patient location and most staff do not have another reliable 
manner of determining the location of their patients. This results in delayed care and is also a 
patient safety issue that must be addressed immediately. Finally, with a thoughtful and qualified 
leader who is involved on-site, the above recommendations, most of which were made two years 
ago, could be addressed. Though a psychologist was put in place to supervise the mental health 
team, much of the needed leadership and decision-making is psychiatric. Furthermore, even if a 
psychiatrist is found, no mental health professional can effectively lead if not given the ability 
and authority to change fundamental aspects of how and where persons with serious mental 
disorders are pharmacologically treated and housed. Therefore, an effective leader must be a 
psychiatrist with authority to make needed changes. 


Specific Findings 

1. Mental Health Leadership - After o ur 2015 o n-site, a psychologist was put into place as 
the mental health leader at ACF (Dr. (b)(6) Though he has successfully increased the 
frequency with which psychologists see detainees with serious mental disorders in 
segregation, he has not been given the authority or ability to fundamentally change how 
detainees with serious mental disorders are housed within the facility, how histories are 
taken and how collateral information is collected, how safe patient handoffs are made, or 
how medication is being prescribed and how those orders are executed, operationalized 
and tracked. Though Dr. |(bX6) ~| s working hard and at the top of his license, the critical 
areas needing improvement require a psychiatrist leader, and a psychologist leader is 
helpful for supervision and coordination of staff, but ultimately insufficient given the 
particular inadequacies of the mental health care at ACF (many of which are medical in 
nature and require a medical doctor, i.e. a psychiatrist to solve). Some systems resolve 
this by having a medical director (psychiatrist) and an assistant clinical director (a 
psychologist), for example. Though there is a psychiatrist within the corporate structure 
of CCS, ACF mental health staff reported tha t they have littl e to no contact with him. 
Even the staff psychiatrist with whom I spoke (b)(6) | reported that he essentially 

has no psychiatric clinical leader present on the ground in the facility or even any 
presence over the phone or email. It is more likely than not that the failure to hire an 
effective, qualified psychiatric leader led to at least one detainee death, and continues to 
pose a risk to the safety of other detainees. Competent, qualified and effective on-site 
psychiatric mental health leadership is urgently required and the lack of it is a violation of 
the 2011 PBNDS. 
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2. Inappropriate Segregation of Detainees with Serious Mental Disorders - There 
continues to be large number of detainees with serious mental disorders being housed in 
Administrative Segregation, obviating Adelanto’s need for a dedicated and appropriate 
mental health housing unit. Additionally, detainees with serious mental disorders are 
being housed in disciplinary segregation For instance, in one case (Case 1), the detainee 
remained in segregation continuously for 212 days with the reason for his placement 
documented by ACF staff as “self PC,” meaning that, somehow, staff had allowed this 
detainee to choose to continue his own‘s segregation, which is a very confusing and 
inappropriate practice. Cumulative segregation days, when multiple segregation stays 
occur, were also shockingly high. In one case (Case 2), detainee had been in segregation 
for a total of 904 days. Clinical staff did not consider themselves as responsible for the 
segregation and/or ongoing segregation of their patients. For example. Dr. 1(b)(6) [stated, 
“We don't segregate people, it’s done by custody.” There appeared to be neither authority 
nor interest on the part of the clinical staff to ensure their patients were not 
inappropriately segregated. In some cases, detainees reported that they wanted to be 
segregated for their LGBT status (Case 4) and in at least one instance this was recorded 
on a facility tracking sheet as the reason (Case 5). The physical set-up in disciplinary 
segregation is different and much less safe than administrative segregation. Disciplinary 
segregation cells havedouble bunks with places for tie-off s where detainees can 
successfully hang themselves. At the time of our on-site, 26 of the 50 detainees in 
segregation had serious mental disorders (such as Schizophrenia or other primary 
psychotic disorders). Staff reported that 60% to 70% of detainees in administrative 
segregation had serious mental disorders. Staff also reported that they preferred certain 
detainees with serious mental disorders to be housed in administrative segregation, 
stating it is “the best option” available for some of them because of the absence of other 
options for appropriate mental health housing; even for those who are stable.. Staff also 
explained that segregation is used at ACF because there is no other housing location 
within the facility that allows for close observation of detainees with serious mental 
disorders, which is both inhumane and in violation of ICE Directive 11065.1, Review of 
the Use of Segregation for ICE Detainees (Segregation Directive) and PBNDS 2011 
revisions to Standard 2.12 “Special Management Units,” which has been revised to 
incorporate requirements from the Segregation Directive. 

3. Inadequate “Hand-off’s” of Detainees Returning from Outside Hospitals - Hand-offs 
occur when a patient’s care transitions from one provider to another. This discontinuity 
creates opportunities for error when clinical information is not accurately transferred 
between providers. Ineffective hand-off communication presents a critical threat to 
patient safety. An estimated 80% of serious medical errors involve miscommunication 
during hand-offs and transfers. 1 For persons requiring acute stabilization in hospital 
psychiatric units, communication was profoundly lacking between ACF and the outside 
hospitals (API, Anaheim Global, White Memorial and Arrowhead). In fact, the staff I 
interviewed stated that most frequently acute psychiatric patients are taken to API, yet not 
one staff member had ever spoken to or communicated directly with the attending 
psychiatrist at API (Dr. jfrX6) ~\ I found no evidence that recommendations by 


1 Joint Commission Center for Transforming Healthcare. Handoffs communication. 
http://www.centerfortransforminghealthcare.org/projects/detail.aspx?Project=l. 
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outside hospitals were reviewed immediately upon a patient’s return or that those 
recommendations were considered and/or put into action at ACF. For example, an ACF 
clinician receiving patients who had just been hospitalized for suicidal behavior, had no 
documentation of the patient’s diagnosis from the outside facility, nor were the outside 
facility’s medication recommendations effectuated at ACF, nor was any reasoning 
recorded in the medical chart as to why those recommendations were ignored. In fact, 
most often 1 found no references at all in the psychologist’s or psychiatrist’s progress 
notes that their patient had even been recently hospitalized. At ACF, there is daily 
documentation entitled “Hospital Admission and Follow-up” for outside facilities which 
nurses do daily. This document, however, appeared to be primarily an exercise in finding 
out when the detainee would return to the facility, rather than a communication tool for 
care coordination. In other words, it is important to know when the detainee will return to 
the facility, but it is critical to know what kind of treatment took place at the acute care 

facility and what the treatment recommendations are of the acute care facility. Just _ 

knowing when a detainee will return to ACF is not enough. E 1 * 5 * 

(b)(5) 

te I ■ " ' ■ 


4. Obtaining Adequate Patient History and Collateral Information - There was zero 
improvement in this area from what was found and recommended in 2015. In fact, it 
appears that the 2015 mental health recommendations in this area were totally ignored. I 
was unable to find a single instance of collateral information being collected for any 
detainee in ACF. Furthermore, initial mental health evaluations, which are a fundamental 
tool in the initiation of mental health care, continue to be poor, without mention or 
documentation of any patient history from the detainee’s previous facility, let alone any 
collected from the detainees’previous care providers or family members. As I wrote in 
my 2015 report, an essential cornerstone of psychiatric care for detainees with serious 
mental disorders includes obtaining what is frequently referred to as “collateral 
information.” 2 This term refers to a patient’s historic mental health and/or medical 
information, typically that the patient himself or herself would or could not provide 
secondary to having a serious mental disorder and a lack of insight and/or judgment. 
Obtaining collateral information is considered a standard of care in the U.S. for all mental 
health professionals treating persons with serious mental disorders. Collateral information 
can be obtained in the form of medical records, phone calls with former treatment 
providers, or family members. Collateral information is critical to building an accurate 
diagnosis and treatment plan. Similar to my observations in 2015, in 2017 when I met 
with and reviewed the charts of detainees with mental disorders, I observed several cases 
where diagnoses and treatment plans were inaccurate, which could have been avoided by 
obtaining a collateral history. Overall, the pervasive lack of collateral information 
continues to result in in persons with serious mental disorders receiving incorrect 
diagnoses, suboptimal care and, inappropriate or no psychotropic (and specifically, 
antipsychotic) medication. 


2 American Psychiatric Association Practice Guideline for the Psychiatric Evaluation of Adults, Second Edition, 
2006. https://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/psychevaladults.pdf 
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5. Inadequate Psychiatric Care (Including Problematic Patient Visits and Lack of Mental 
Health Treatment with Long-Acting Injections) - ACF currently has two psychiatrists, 
one which practices solely via tele-psychiatry, and the other which practices in-person at 
the facility. I found that little thought (or leadership direction) was given to determining 
which detainee-patients were appropriate for tele-psychiatry and which detainee-patients 
required in-person care. For example, detainees in the “outpatient” areas who are more 
stable and can be transported easily to clinic are those who should be receiving tele¬ 
psychiatry, though at ACF, the tele-psychiatrist would “see” detainees in segregation, 
which would require that detainee to be stable enough to be transported to clinic in order 
to present themselves in front of the tele-psychiatry camera. One such example was a 
detainee-patient in segregation with ongoing instability who at the time of our visit was 
not prescribed any standing antipsychotic medication despite his decompensation and 
diagnosis of schizophrenia (Case 3). While the in-person psychiatrist did see many of the 
detainees in segregation, I was informed by all of the detainees who I saw in segregation 
that the psychiatrist never opened their door, never went inside their cell, and/or never 
pulled them out to speak with them individually, regardless of their level of stability. This 
is an inappropriate standard of care for the practice of psychiatry in any setting, let alone 
in a correctional setting. As I wrote in 2015, in large part due to the lack of collateral 
information as described above, 1 observed that detainees were receiving treatment with 
psychotropic medications that were often suboptimal. When treatment with psychotropic 
medication is suboptimal, the detainees remained needlessly unstable, were more likely 
to be housed in segregation, and were more likely in need of acute hospitalization. During 
this recent onsite, I also continued to observe documentation of medication "refusals,” yet 
there was little evidence that psychiatric staff had worked to build rapport with detainees, 
and use all the tools available to them in order to gain the detainees’ medication 
adherence. Though the ICE Health Service Corps National Formulary includes several 
atypical and typical antipsychotic medications, these medications were often not 
prescribed in appropriate or robust dosing. Furthermore, long-acting antipsychotics 
(LAI's) are still not being used at Adelanto, though they are also on the formulary 

(28:16.0 8.08 haloperidol decanoate and 28:16.0 8.24 tluphenazine decanoate and others 
may be obtained through TAR's), even though they represent a cornerstone of mental 
health care at most correctional facilities nationally. Use of long-acting antipsychotics 
increases the likelihood of detainee-patient stability, decreases safety concerns for the 
detainee and staff, and lessens the need for acute care. In the case of Adelanto, their use 
would decrease Adelanto’s reliance on segregation housing of the seriously mentally 
disordered detainee population. Training for psychiatrists in the use of decanoate 
medications and training for nursing staff in administering these injections would bring 
Adelanto’s mental health care program into the current standard of care for treating 
persons with serious mental disorders. 

6. Need for an Electronic Medication Administration Record (MAR) - Currently, there is a 
lack of ability to see what medications any patient is currently taking, electronically. 
Though ECW (ACF’s electronic medical record) has the capacity for an electronic MAR 
to be used at ACF, security issues were cited as a reason not to provide wireless 
throughout the facility, which prevents the nurses from documenting on laptops, in-the- 
moment, when patients actually take their medications (which is the standard in most 
correctional settings). Not only is this critical for psychiatric patients who decompensate 
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quickly when not taking their medications, but no doing so often leads to poor outcomes. 
The lack of one master electronic MAR has resulted in there being three different sources 
for recording current medications and current medication adherence: 1) ECW current 
meds, 2) Paper MARs located in the pharmacy and 3) Clinical progress notes. I found 
that these three sources often contradicted one another, which is both dangerous and can 
easily lead to poor patient outcomes. Most clinical staff agreed that the paper MAR was 
the best source of current information, but when clinical staff must go to great lengths 
(i.e. physically visit the pharmacy to pull paper MAR’s) and spend time comparing data 
to see if there are errors in medications or poor adherence, patient safety is continually at 
risk. Facilities that are much larger than ACF with areas of high security, all have 
wireless systems within their facilities in place. It is therefore unclear why ACF is unable 
to keep up with this technological standard that other facilities maintain. 

7. Need for Detainee/Patient Location Information Within the EMR - Currently, the ACF 
clinical staff are unable to see where their detainee-patients are located using the ECW, 
and not all clinical staff have access to GEO’s location tracking system. When clinical 
staff do not know where their patients are located, they sometimes will not be seen, and 
they may also be mistakenly noted as being hospitalized offsite when they have actually 
just returned from the hgospital to ACF, which is a vulnerable time for patients. It is also 
a time when the detainee should be seen immediately and more frequently. ACF’s 
clinical team must know where their detainee-patients are located to ensure patient safety. 
This is technically possible for GEO to connect location information to the ECW to 
populate these data, but it has not been made a priority. 

8. Access to Care - There are two major barriers to appropriate access to care for detainees 
with serious mental disorders at ACF. One barrier is physical space. Though it was 
recommended in 2015, there continues to be no physical space for clinicians to see 
detainees on the men's side (West). Therefore, clinical staff must rely on officers to bring 
those detainee-patients to clinic, and when there is a shortage of officers or when 
mentally ill patients are reluctant to leave their housing area, patient care is greatly and 
negatively affected. Again because of thelack of wireless in the facility, the clinicians are 
unable to bring a laptop with them while they see patients. It is difficult to make 
appropriate clinical decisions when the clinician is unable to see, in-the-moment, what 
medications a patient is taking, the content of the clinician’s previous notes on the 
detainee-patient, or any historical information. Standards of care in most correctional 
facilities involve clinicians with individual laptops moving throughout the facility,and 
accessing the electronic chart via secured wireless. Yet we were informed by ACF staff 
that 60 to 80 visits per week were canceled due to the lack of of transporting officer’ 
availability. If clinicians were allowed to access the electronic chart via laptops they carry 
with them during rounds and provide informed care where their patients are located, 
access to care for detainees at ACF would greatly improve. 

9. Detainee Interviews - I conducted 11 individual interviews with detainees (nine men and 
two women). As in 2015, the overall theme that resulted from the detainee interviews was 
that adequate mental health histories were not obtained and, therefore, diagnoses were not 
made or were incorrect, and psychiatric treatment plans were either lacking or incorrect. 
This resulted in the detainee receiving inappropriate psychotropic medication, or no 
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medication, which caused further mental decompensation, or destabilization and, in some 
cases, resulted in the need for housing in segregation. 

In one exemplary case (Case 7), a detainee, despite a cumulative 269 days in segregation, 
continued to have the provisional diagnosis of “Unspecified Psychosis” and was 
prescribed no medication. Nowhere in his chart was there any evidence that collateral 
history was asked of him or collected from other sources. However, during my interview 
with him, he immediately told me that he was classified as “EOP” in the CDCR system; a 
clear signal that he has a serious mental disorder requiring robust psychiatric care. CDCR 
refers to those detainees classified as “lower functioning...due to an acute onset or 
significant deterioration of a serious mental disorder characterized by a definitive 
impairment of reality testing and/or judgement which creates dysfunctional or disruptive 
social interaction or severe impairment of activities of daily living.” 3 It appears that 
clinical staff at ACF are not trained to ask these simple historical questions that are 
critical to patient care. Further, it was not possible to ascertain what type of history was 
obtained on this patient, if at all, as there was no initial mental health evaluation present 
anywhere in hischart. Moreover, I was unable to find any recent visit with the psychiatrist 
for this detainee, though historical facility notes demonstrated a history of him being 
described as “acting strange in dormitory” and placement in the infirmary under 
psychological observation. 


In another case (Case 8), though the detainee had 87 cumulative days in segregation and 
had been back and forth to API (psychiatric inpatient unit at an outside hospital), he was 
being seen only off-and-on by the Tele psychiatrist. Furthermore, during his last visit to 
API, he was placed on a long-acting antipsychotic injection there (Haldol decanoate), yet 
because of what appears to be both poor follow-up and a lack o f continui ty of care, this 
medication was discontinued at ACF. A 8/8/2017 note from Dr. (b)(6) shows the 
injection is ordered and to be given, but the detainee subsequently saw the Tele 
psychiatrist and the injection was not continued and not given. No orders for the injection 
were ever carried out and there was no documentation or notes written by either 
psychiatrist as to the reasoning behind it’s discontinuation. In my interview with him, it 
was immediately clear that he had a serious mental disorder and needed robust 
psychiatric care. He also immediately told me about his history at the Los Angeles Twin 
Towers Correctional Facility, however nothing regarding his history was documented in 
his chart. 


In another case of a male detainee who had spent 68 cumulative days in segregation 
(Case 9), my examination of him showed acute psychosis and thought disorganization. 

He easily reported a profound mental health history to me, including multiple stays at 
Patton State Hospital (in Patton, California) and Central Regional Hospital (in Butner, 
North Carolina). Furthermore, he reported that he had received long-acting psychotic 
injections in the past during his treatment at these State Hospitals. Despite this history, he 
was on no standing antipsychotic medication at ACF, and he was suffering as a result. 

His tactile hallucinations led to delusions that persons were touching him inappropriately, 
which led to y rape allegations and investigations within the facility that were 


3 Report on Department of Corrections, California State Auditor, Bureau of State Audits: 
https://www.bsa.ca.gov/pdfs/reports/2001-104.pdf 
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unnecessary. The paper MAR revealed that antipsychotic medication was prescribed as 
“PRN” meaning that it would only be given if the patient asked for it. Of note, the dose of 
this medication (Seroquel 400 mg) is dangerous when given all at once to a person who 
does not have tolerance for this particular medication. For example, a person not taking 
Seroquel for several days, then quickly resuming Seroquel at a 400 mg dose would likely 
experience hypotension and be at risk for falls and head injuries. This is typically a 
medication which must be carefully tapered up in increments over days to safely reach a 
400mg dose and giving a 400mg dose to a person all at once who has not consistently 
been on this dose is totally inappropriate and dangerous as a PRN medication. This 
particular detainee, like all the others that 1 interviewed in segregation, stated that when 
he does see the in-person psychiatrist, the psychiatrist simply stands at his door 
andspeaks to him through the door, and never sits down with him or enters his cell for 
any meaningful interaction. 

In another case of a detainee who had been in segregation for 288 cumulative days (Case 
10), the reason cited in the facility segregation tracking sheet was again “self PC.” 

Though this detainee was very stable upon examination, he continued to remain in 
segregation because it was what the detainee himself wanted, not due to a compelling 
clinical reason. He was also a detainee in segregation that was being seen via Tele 
psychiatry. Upon entering his cell, I also observed that he had a large blister pack of 
ibuprofen with his belongings; an unusual occurrence for a detainee at this level of 
observation. Typically, in segregation persons are not permitted to have anything that 
they could use to harm themselves (including large amounts of pills). Those pills could 
have also been shared by the detainee with peers during out-of-cell time. Allowing high 
observation detainees this amount of pills in their possession is markedly unsafe for the 
detainee and his peers. 

In another case (Case 11), an officer highlighted this particular detainee as being the most 
unstable detainee in segregation, reporting that he floods his cell, bangs his head, and 
tells custody he is blind (a delusion as the detainee demonstrates clear eyesight). His 
documented diagnosis was schizophrenia. During my examination of him, he was 
experiencing active auditory hallucinations. He had recently come from the inpatient 
psychiatric unit at API, yet no API records were in his chart and no clinician or 
psychiatrist note referenced what occurred at the hospit al or how it led to changes in his 
care at ACF. I reviewed his electronic chart with Nurse ( b )( 6 ) o make sure that, in fact, 
no API records were present and, indeed, none were. In this case, the detainee did not 
wish to be in segregation, and reported that his symptoms (namely auditory 
hallucinations) were worsening with so much time in isolation. It is common for 
psychotic symptoms, such as auditory hallucinations, to get worse when persons with 
schizophrenia are alone in isolation (i.e. voices often quiet when a person is engaged with 
others). The detainee said to me, “I hate to be alone.” 

In another case (Case 12), a female detainee in segregation for 426 cumulative days was 
examined and found to be stable: not requiring segregation, clinically, for any discernible 
reason. The documented reason for her segregation on the facility tracking sheet was 
again, “self PC.” However, there was no documentation or clinical evidence (during my 
exam with her) that this patient had a serious mental disorder or an ongoing need for 
segregation. 
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In the last case I discuss in this section, (Case 13), a detainee in segregation forl49 days 
with the provisional diagnosis of “Unspecified Psychosis,” despite her easily providing 
her history as a person with Schizophrenia, which she relayed wasdiagnosed at age 20 
(the detainee is now 48 years old), continued to experience auditory hallucinations. Her 
continual hallucinations were likely due to the antipsychotic medication (Geodon) that 
was inappropriately prescribed by the ACF psychiatrist, who was apparently not taking 
into account when the patient was provided meals and when the patient received her 
medication. Geodon is absorbed effectively with the intake of food (calories). 4 However, 
because ACF was not coordinating the detainees meals with her medication 
administration, the detainee was grossly undertreated when I saw her. According to the 
medical literature, it can be estimated that she was receiving (absorbing) only 50% or less 
of her Geodon dose because it was not given to the detainee with food. 5 

10. Complaints - The Office for Civil Rights and Civil Liberties received many medical 
complaints, and fewer mental health complaints during both onsites. The mental health 
deficiencies discussed previously were discovered during my routine check of detainee 
records for mental health concerns, or were reported to me by other members of the 
investigation team who observed detainees in the segregation unit. The two mental health 
complaints discussed below were received by CRCL prior to the 2017 onsite. Both 
complaints involve detainees who are psychiatrically unstable and inappropriately 
segregated. Both were substantiated as discussed. 

a. Complaint relates to Case 14 and involves a use of force incident involving the 
detainee who is reported to have become aggressive and combative, threatening 
officers and throwing tissue paper throughout his cell area. Five officers entered the 
cell and, after a physical confrontation, eventually restrained the detainee who was 
found to have a serious mental disorder and wasregularly housed in segregation. 

Upon review of the case, the detainee was diagnosed with Schizophrenia. In the days 
before this incident the detainee was described as “disheveled... Responding to 
internal stimuli” and was noted as mentally decompensating. He had entered ICE 
custody from the Los Angeles County Twin Towers Correctional Facility where he 
was in mental health housing and receiving the antipsychotic Risperdal. During his 
transition from Twin Towers to ACF, he was likely without medication for at least 
one day. By the time he arrived at the at the facility,he saw a psychiatrist, and was 
prescribed antipsychotic medication, three days had passed. This amount of time off 
of his antipsychotic medication was likely sufficient for him to mentally 
decompensate. In this case, ACF failed to provide continuity of care. Furthermore, 
this detainee remained in segregation housing when we were at the facility, which 


4 Reference: The effect offood on the absorption of oral ziprasidone. Psvchopharmacol Bull . 2007;40(3):58-68. 
“administration of ziprasidone with food is crucial to ensure optimal, reliable dose-dependent bioavailability and 
thus predictable symptom control and tolerability.” 

5 Reference: The impact of calories and fat content of meals on oral ziprasidone absorption: a randomized, open- 
label, crossover trial. J Clin Psychiatry . 2009 Jan;70(l):58-62. Epub 2008 Oct 21. "Oral ziprasidone absorption is 
influenced by the presence of food, and the U.S. prescribing information instructs patients to take the medication 
with food. Studies in healthy volunteers have shown that the bioavailability of ziprasidone is enhanced when it is 
administered in the presence of a standard U.S. Food and Drug Administration (FDA) meal. Absorption is also 
dependent on the timing of drug administration relative to food, with reduced absorption when taken 2 hours after, 
rather than immediately following, food.” 
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was six months after the complaint was filed with CRCL. This complaint is, 
therefore, substantiated. 


b. Complaint relates to Case 15 and involves another use of force incident. The use of 
force report states that the detainee became hostile in his cell, struck a corrections 
officer, and was eventually subdued and placed in mechanical restraints. It was 
revealed that ACF had diagnosed the detainee with psychosis and he was being 
regularly housed in segregation. Upon review of his chart, I observed that the 
detainee had, in fact, been diagnosed with Schizophrenia, and had a history of taking 
antipsychotic medications. Two months prior to the incident, the detainee was 
documented as taking antipsychotic medication off-and-on. There is no evidence that 
a long-acting injection was ever offered to this detainee, though he was prescribed 
oral medication (perphenazine) that is available in the long-acting form. It is unclear 
why he was not psychiatrically hospitalized just prior to this incident. The incident 
itself, unfortunately, was the extreme event that finally triggered the hospitalization. It 
is documented in the chart that the motivation for the incident was delusional in 
nature. DrJ 


(b)(6) |wrote, “patient is clearly unstable, not clear and his thinking and 


impulsive. He attacked a staff member, believing that the staff member swore at him 
and spit at him (no evidence to support this). He clearly needs a higher level of care.” 
In this case, inadequate psychiatric treatment was provided (i.e. not attempting to 
initiate a long-acting injection for a psychotic detainee who was poorly adherent to 
his antipsychotic medication) and there was a delay in appropriate care provided to 
this detainee (i.e. the hospital transfer should have taken place before the use of force 
event, when the detainee was clearly demonstrating mental decompensation). This 
complaint is substantiated. 


Summary of Key Findings 

Overall, I found the mental health care at ACF for those with serious mental illnesses inadequate 
and not compliant with the 2011 Performance Base National Detention Standards (PBNDS) 
standards. 

1. Psychiatric leadership and oversight continues to be absent at Adelanto. The lack of 
leadership and oversight is a violation and DOES NOT meet the 2011 PBNDS (4.3 V. 
B) 

2. Adelanto’s electronic medical record lacks a Medication Administration Record (MAR) 
and patient location information, leading to unsafe mental health care for detainees. 
Mental Health record keeping at Adelanto DOES NOT meet the 2011 PBNDS (4.3 II 
23, 4.3 V.Y.l.a) 

3. Adelanto's practice of not obtaining adequate patient histories is a violation of the 
PBNDS and leads to inadequate and inappropriate mental health care for detainees with 
all levels of mental health disorders. DOES NOT meet the 2011 PBNDS (4.3 V. N.3.b) 

4. Adelanto continues to have inadequate and delayed access to care for persons in mental 
health crisis who are in need of acute inpatient psychiatric hospitalization which DOES 
NOT meet the 2011 PBNDS (4.3 V. N.3.j.4). 
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5. Adelanto inappropriately houses detainees with serious mental disorders ly in 
segregation, rather than housing them in an appropriate mental health housing 
arrangement. Continuous and prolonged segregation housing of the mentally ill, has lead 
to inadequate mental health care, and increased the likelihood of poor mental health 
outcomes which DOES NOT meet the 2011 PBNDS (4.3 V. N.3.j.3) as well as ICE 
Directive 11065.1, Review of the Use of Segregation for ICE Detainees (Segregation 
Directive) from the PBNDS 2011 revisions to Standard 2.12 “Special Management 
Units.” 


Discussion 
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Summary of Recommendations (CRCL already provided these Recommendations to ICE 
and IHSC as “initial recommendations,” immediately following the November 2017 onsite 
investigation) 

In 2015, ERO and GEO management was notified that psychiatric leadership was absent and that 
sub-standard mental health care was occurring at ACF as a result. During the 2017 onsite, I 
found that no corrections had been implemented to address this failure. It is likely that the failure 
to hire an effective, qualified psychiatric leader contributed to at least one detainee death, and 
continues to pose a risk to the safety of other detainees at ACF. Competent, qualified and 
effective psychiatric leadership is urgently required. Recognizing that it will take some time to 
put new leadership in place, the following measures should occur to ensure the health and safety 
of detainees in ICE custody at ACF: 



serious areas: 



(b)(6) f Adelanto2017 


Protected by Deliberative Process Privileges 


Pg. 12 


DHS-001-0251-000069 












e. 
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Thank you for the opportunity to provide information and recommendations. 


Sincerely, 

1(b)(6) 


_| M.D., M.P.H. 

Assistant Clinical Professor 

Department of Psychiatry and Biobehavioral Sciences 
UCLA David Geffen School of Medicine 
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Appendix I 


Expert Qualifications and Methods of Review 
Expert Qualifications 

1. I am a physician licensed in the state of California. I am board certified in general 


psychiatry with a subspecialty board certification in forensic psychiatry. 

2. I am an Assistant Clinical Professor of Medicine at the University of California, Los 
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(b)(6) 


8. A more detailed listing of my experience and publications are included in my curriculum 
vitae, which is attached. 

9. I am familiar with the degree of care and skill ordinarily exercised by members of the 
medical and mental health professions involving the care and treatment of inmates and 
pre-trial detainees in correctional facilities. 


Methods of Review 

In advance of the on-site investigation, I reviewed the documents provided by the Office for 
Civil Rights and Civil Liberties (CRCL) of the Department of Homeland Security. During the 
on-site investigation, 1 toured the facility including dormitories, pill lines and segregation, 
reviewed documents and electronic medical records and interviewed staff and detainees. I 
performed focus reviews of medical records for those detainees who had mental health 
conditions, and particular those who were in segregation. 1 reviewed 15 individual detainee 
medical charts, and conducted 11 individual interviews with detainees; I also interviewed two 
staff members of the mental health treatment team. 


(b)(6) 


Adelanto 2017 


Protected by D e lib e rative Process Privileges 


Pg. 16 


DHS-001-0251-000073 





Appendix II 

This section includes identifiers to protected health information. Disclosure/distribution of this 
appendix should be limited accordingly. 


Identity of Cases Cited in this Report: 


My Case # 

A# 

Detainee Name 

CRCL Complaint # 

1 

(b)(6) 


2 


3 


4 


5 


6 


7 


8 


9 


10 


11 


12 


13 


14 

17-08-ICE-0299 

15 

17-09-ICE-0356 
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Office for Civil Rights and Civil Liberties 

U.S. Department of Homeland Security 

Washington. DC 20528 


November 28, 2017 



Homeland 

Security 


(b)(6) 


Adelanto Detention Center 
9438 Commerce Way 
Adelanto, CA 92301 


Re: Complaint No. 17-07-ICE-0456 


(b)(6) 


On April 19, 2017, the Department of Homeland Security (DHS) Office for Civil Rights and Civil 
Liberties (CRCL) received your complaint. Thank you for contacting us with your concerns. Under 
6 U.S.C. § 345 and 42 U.S.C. § 2000ee-l, CRCL reviews and assesses information concerning 
abuses of civil rights, civil liberties, and profiling on the basis of race, ethnicity, or religion, by 
employees and officials of DHS. 


The issues you raise are very important to us, and we would like to inform you how your complaint 
will be processed by CRCL. Initially, we will send your complaint to the DHS Office of Inspector 
General (OIG) for review. If OIG declines to accept the complaint, it will be returned to CRCL for 
an appropriate response. Once CRCL opens a formal complaint, either we or the appropriate DHS 
component will conduct an investigation into your concerns. CRCL may contact you during the 
course of investigation of your complaint. We will ultimately notify you of the outcome of the 
investigation. 


Please be advised that our complaint process does not provide individuals with legal rights or 
remedies. Accordingly, CRCL is not able to obtain any legal remedies or your behalf. Instead, we 
use complaints like yours to find and address problems in DHS policy and its implementation. If 
you believe your rights have been violated, you may wish to consult an attorney. There may be time 
limitations that govern how quickly you need to act to protect your interests. 

If you have not already done so, please provide CRCL with your complete contact information, 
including a phone number, email address, and mailing address if available, and your alien number if 
applicable. You may contact CRCL by email at crclcompliance@lKi.dhs.gov , by facsimile at 
202-401-4708, or by mail at the following address: 
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Department of Homeland Security 
Office for Civil Rights and Civil Liberties 
Compliance Branch 
245 Murray Lane, SW 
Building 410, Mail Stop 0190 
Washington, DC 20528 

For additional information about CRCL’s roles and responsibilities, please visit our website at 
www.dhs.gov/crcl . 

If you are filing a complaint on behalf of someone else, please provide CRCL with the express 
written consent of the individual if you would like to be informed about the resolution of this 
complaint, if you have not already done so. 

When communicating with CRCL about this matter, please include the complaint number noted at 
the top of this letter. 

Please note that Federal law forbids retaliation or reprisal by any Federal employee against a person 
who makes a complaint or discloses information to CRCL. 42 U.S.C. § 20()()ee-1 (e). If you believe 
that you or someone else is a victim of such a reprisal, please contact us immediately. 

Thank you again for contacting CRCL. Communications like yours are essential to our ability to 
carry out our role of supporting the DHS's mission to secure the nation while preserving individual 
liberty, fairness, and equality under the law. We look forward to working with you to address your 
concerns. If you have questions, please contact us either in writing or by phone at 866-644-8360, 
866-644-8361 (TTY). 


Sincerely, 

Office for Civil Rights and Civil Liberties 
U.S. Department of Homeland Security 
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Privacy Act Statement 


Authority: 6 U.S.C. § 345 and 42 U.S.C. § 2000ee-l authorizes the collection of this information. 

Purpose: The Department of Homeland Security (DHS) will use this information to review and investigate complaints 
and information from the public about possible violations of civil rights and/or civil liberties relating to DHS employees, 
programs, or activities. 

Routine Uses: This information may be disclosed to and used by personnel and contractors within DHS who have a 
need to know the information in order to review your complaint. The DHS Office for Civil Rights and Civil Liberties 
(CRCL) may also share your information, as necessary, with appropriate government agencies outside of DHS or with 
non-government entities to address your complaint, or pursuant to its published Department of Homeland Security/ 
ALL-029 Civil Rights and Civil Liberties Records System of Records. 

Disclosure: Furnishing this information to CRCL is voluntary; however, failure to furnish the requested information 
may delay or prevent CRCL from adequately reviewing and investigating your complaint. If necessary, CRCL may also 
request additional information from you in order to determine the appropriate manner to address your concerns. 

To learn more about the Privacy Act, go to www.dhs. gov/privacv . 
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Civil Rights Complaint 



Department of Homeland Security (DHS) 

Office for Civil Rights and Civil liberties 


Fillable Version (last modified 3/15/2011) 


The purpose of this form is to assist you in filing a civil rights/civil liberties complaint with the Department of 
Homeland Security (DHS) Office for Civil Rights and Civil Liberties (CRCL) regarding DHS programs and activities. 
This form is not intended to be used for complaints about employment with DHS. You are not required to use this 
form to file a complaint; a letter with the same information is sufficient. However, if you file a complaint by letter, you 
should include the same information that is requested in the form. 


CRCL Mission: 

The DHS Office for Civil Rights and Civil Liberties (CRCL) supports the Department as it secures the 
nation while preserving individual liberty, fairness, and equality under the law. We investigate claims of 
civil rights and civil liberties abuses, to help DHS improve protections and programs. 

Do you have a DHS civil rights or civil liberties complaint? If you believe that DHS 
personnel or a DHS program or activity has violated your rights, we want to hear from you. 
Fill out this form, or write us an email or letter. 


In connection with a DHS program, activity, or policy, have you experienced: 

• Discrimination based on your race, ethnicity, national origin (including language proficiency), religion, 
gender, or disability? (Note: do not use this form to make a complaint about employment discrimination; 
see www.dhs.gov/eeo .) 

• Denial of meaningful access to DHS or DHS-supported programs, activities, or services due to limited 
English proficiency? 

• Violation of your rights while in immigration detention or as a subject of immigration enforcement? 

• Discrimination or inappropriate questioning related to entry into the United States? 

• Violation of your right to due process, such as your right to timely notice of charges or access to your 
lawyer? 

• Violation of the Violence Against Women Act’s confidentiality requirements? 

• Physical abuse or any other type of abuse inflicted upon you? 

• Any other civil rights or civil liberties violation related to a DHS program or activity? 


Notes on Confidentiality and Anonymity: 

A) You may remain anonymous by not filling in your name, below. However, CRCL may not be able to 
investigate your complaint unless you provide enough information to conduct an investigation. 

B) Disclosure of the information you provide, including your identity, is on a “ need-to-know " basis, and is 
discussed in the Privacy Statement at the end of this document. IF YOU CHECK THE BOX BELOW, WE 
WILL NOT DISCLOSE YOUR IDENTITY TO OTHER OFFICES, IN OR OUT OF DHS (unless it is necessary 
for investigation of criminal misconduct). Note, however, that this will in many situations make it very difficult 
or impossible, practically speaking, for us to investigate the allegations you raise. 

□ I do NOT want CRCL to disclose my name to other offices, and understand this decision will often make 
it impossible for an investigation to take place. 


C) Reprisal against complainants to CRCL is unlawful: if you feel you have been a victim of reprisal, CALL US. 
1-866-644-8360. 

/JOh:7k PtOToh I'Jby j. o^jioq/Os 

j/Ut Qn \Zlrif /'(sir/'fho/ ItJU* /'-PJ**#ii£ h 

h9vs o-f inhPmh h he fh / , 

7o (ho ?***'*!*A ^ r ^ a/ m 1 9 29,7 
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U.S. Department of Homeland Securt 
Ottos for Civil Rights and Civil Libcrtk 


Complaint Information 

If you don’t speak/write English, CRCL has access to interpreters and can talk to you in any language. 

(D Information, ahnnt thp n p rsnn whn pxnprj p nrpri thp civil rinhts/r.ivil, liberties violation 


(fill in what you 
Name: 


(b)(6) 


Phone #: Cell: 




F-irst and Middle 


Home: 


/JM 


Last 

Work: 


a //* 


Please note that we may contact you at the provided numjper^ 
Mailing Address 

Date of Birth: 


we may contact you at the provided numbers. , , 

s: /&c25o kQ')Q/f o rc/ fi ae/an 7c> _ fy Jc / 

- ran a». — - Crfy / Slate Zip 

Email (optional): /ft 


A 


Alien Registration #. (if you have one and it’s available): 


A 


Check here if you are in detention now. 

iM -lhkhn-h /OotSQ i&wdor<J.<?o %z&, 


Which facility?. 


7"y 

facility a 


Facility name facility address 

n Check here if you are represented by an attorney in this matter If so please provide the attorney's 
name and contact information _ 


Are you filling in this complaint form on behalf of another individual? If yes, please 
provide your information. 


Name:_ 

First 

Organization (if any): 
Phone #: Cell:_ 


* 4 A 


h/a. 


zLIAl 


Last 


Job title 


Home: 


Mailing Address: 


*L A 


^ J~Pr 


. Work: 


/ ft 


PO Box or Street address 


Cty 


State 


Zip 


(3) What happened? Describe your complaint. Give as much detail about your experience as possible. 

OaJ 1/ // /do/f XL OUAS (?a//eo/-6>r K Wt/Sco^f ftppoin#ien/~ fa fa 

l,Uhie/) fabad-f/^cL Cot tLe See/: #ie&/0(L/ 

jT oUQS =£&tz&f-fctbbj P*'* txA/jjd my ifat/tar/L ww/</ //fa ft £ A/e 
-h /-/■ facfa c&Aok- . UJetK - 7 ir-'Afecf/Cti/.Zo tzsfo/u/ me fan/ 

ilnd. $crt Q*j(i 1 jot drill'id fa d/d^o/j X£<?«S /X fa fa v/e Mfac, 
My {Qr~ rind M* Hy&h'ons to ovfa /vos Z/c~/7rs/ t^ne jisAfae/ 
fafaAa tu Path' ftjy resfavc uJaS XU/ // Afa fan a fas, '*X Con //fan 

bi t tHe bad ouorsen fact my r/efafan X AoiAt/p fa////y v 

/o/d tAn AurSit 7 Aat Zte fa", rJcu i/e*y ato/S’o&re pfa ZXA 

/L u/OS (JAdbk fo S/etf at fa/pt 0/02 to ZAe pnt. M/e be 

-hpiataty &*#*•» Si* 

fa -tv/d Md fa U/Oft A C/n j Continue on an additional page, if needed. 

/-ferr^rl h 4 (Oorndn « e/»c*»- & </ Oj« S jJe 

■ &jq ftA /Ie Computer-. 1/ dsfaX //Iy) /-f /e too//pde%Sf-//o*t 


vnof 

teas 



When did this happen? If ongoing, please indicate when the problem began. 

(If it happened on more than one date, list all dates): /)// A _ 


Where did this happen? 

Place (foneiarriple, name the detention facility, airport, other) 
City: ■fid*. /Oh h ____ 


r jjtlhlo -fad l 7 ^ 

State or Country: HEMaZJ. 


@ Who treated you unfairly? 


An employee, contractor, or officer of (check as many as apply): 
□ Citizenship and Immigration Services (USCIS) 

Customs and Border Protection (CBP)* □ 

□ Customs Officer 

□ Border Patrol Agent /\ 

Federal Emergency Management Agency 
(FEMA) 

Immigration and Customs Enforcement (ICE) 

Secret Service (USSS) 

Transportation Security Administration (TSA)* 

U S. Coast Guard (USCG) 

Other DHS program (specify): 


□ 


□ 

□ 

□ 

□ 

□ 

□ 


Not sure which DHS office 

Non-DHS employee working under the authority 

of DHS Ce.g., 2S7g officer) 

specify: [Che OjMjJiCcJ -f _ 


*lf your complaint is about an incident at an airport, train station, or border crossing, you may also file a complaint 
with the Department of Homeland Security's Traveler Redress Inquiry Program (TRIP). TRIP and this Office will 
review your complaint together, resulting in a faster response. Go to: www.dhs.QOv/trip . 

©List anyone else who may have seen or heard what happened. 

(If you do not know their names, provide whatever details you can) 

i O/Jtd fo GzoSiarqtanf 

hi._/_il_r. 


Names (or other information, e.g., agency) 
Mailing Address: Sant as Mwt 


(b)(6) 


PO Box ar Street address 


Phone No. 


PO Box art 


Email: 




State or Country 


Zip 


Names (or other information, e.g., agency): 
Mailing Address: V / _ 

Phone No.: 




PO Box or Street address 


PO Box or Sir 

At 


City 




State or Country 


Zip 


Email:_ 

Continue on an additional page, if needed. 
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© Have you contacted any other DHS component or other federal, state, or local 

qovernment agency or courtaboutihis complaint? . , / /, 

|,Yes: Agency/Office/Court T? F Date: j!»/T 

If so, has anyone responded to your complaint? 
jftYes □ No 

If Yes, describe what has been done to respond to your complaint: 

S 3 -H Sq/J / Sh-t J TV /oo/Sfy, -fa /i^ 

)nCj fit nfi a^J 7^a./ S(* 4 . *AS 3 0,n J // fi> 

tyic/j ta!ptKL'o/it/-faU -//?ncJ cfifi/t/i Cot/[ 


Continue on an additional page, if needed. 

(Z) Is there any other information you want us to know about or consider? 

JZ 'fu! jtCdW fit 4 r £ dirt dh o/c'/tusitc/ 

-fa-hoct fit CQh U 7 3td.it 3 UjJ-ftu'r- dd/ ktry\£j {aJjl 

jfi cU^J/i (/ o-/fit nop /if /fiijj fi/a.3 isU.t as fa -fab^ ^ 

/l/far fiCL^S, 7 L p Co/y)i ft/nfa fiilnjS 7 % / (aJ> 1 adfa-for- 

)nk?3t& 3 0~f ffaQfafaj t/J -/*€./ 3d 3/t /touts / 

/ Ayqfa/s>4 fitt/ tfh//r>a3p/?3 3/fatSr/sp<?C/tl//y 
U/hih // 3 c c<i! fan.-fi fi'd£fi 3 dffi fio 

3#Inn cn3 fi-ftt/ 'fU/ 33 ty 4n drs/au/c/ 

futons!Ml 3v^ 3dn CIS fit II AS $3/*r5 

in / 13 t./at) /o. 


Continue on an additional page, if needed. 
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dcP'Jvi d 


P W A rtS, // d+) A W (/t Cm 7 / t?n / 7 m / 

Vi Oi/y pc t^Cr / J )i (/ dir So#)£ CorA *~f rtlC/} 




y.--: r_^ / *r. r .77 T.i:f .rr . e. . ' ^—v ^ ■ 

to 77 t>J A?j tejij 7 7 a/ 7 7 Jar/d /rtzcfy &./. °7 

72 ( C X USCU> alrzCLcJif 7*r€ 77 <Sc7a^ J Tv 0 S/C 
-for ~/J> e r t -T/j/ m J J/y J>~o /’W/i'Wif. 4.47/7 ✓’/</ iVe?*, 

~Hec r%sj)Ms t (passUa/ 77 A / a/reaS^ (get/. 7 7 
fad 7c fiMtcf / 7 aJ U A U/A&. fa)0c/gi.4f /?/- //< 

777, 7.7 7c tOz>u/c/ ftfantf /?it /£»r 7/ Otfc/Sea-fith 
__ r(L£> p OnC-C ? t> Pm /7 tl/ /J —7 M/mS &£7 C//i4 

-ft r CL f^- f i // *-/ 7 ^-/* /y?£c// Om 7 , 7 *) /V */&.£ JfC&kc. tf.... 

JL jJ.cCq/< /jjLsA cc S..J 4 / a Pea Jf r * /x ^ //* 
/HjJ kL 7c*. J~/ c a/so S7a7cc/ zfA* tL A Cpv//. Ajt "it 
Oi/f o-f //* 7 ft 7 c/ 7 c/c 7 J. p ^ a ope 7 A, Jr. 

SusOrtS.£c/ I 1 M 4 * />£ So/W d/ tS at/ 777/ as / J~7 ’ Je . 

di rty /'/t 4 "it M4</* GOr / Jrs.a //>?£*? J "1 7z* cJ 777/{?Mg 

jL/tr f r /ccj/eJ //<. flour 7/a 7 /c cSoS SvDpoceS fo 

Se/ i/b —fo'r- ms Jo See //&, c/oc/prs 7 l /a/ Sa^c P^y 
Jy\ y ~fij t Q-f~A r-+) pprs s/Ad /.. A Sfy/ c/ /cems yotn q /o 
JcS i/p Jv*~ hn-t. //t SJadz J -J/aS J/>t ofaeJer 7%a / 

! /aJ/L ^ Joppos e. J Vp S<ff mi tiJDr-^o/ /'n ~/j-£ aJJer/] ods), __ 

dl'-JjfJ 7e.ni fodtert-c/ 6u 7 t r £*L Ae* J a* J 

w-fi/sc c/ a-f //)j /yje, JJtsgufjUs&x 9 <ds. r &<. - 77 *.d 

A m at/ Crno An 72^ rz-f,// *-f 77e . 

Pt7~ ci// -e.c/ &SQ//7 s 7./?j'£...J^.#/.*'/.777<?o/ts//yjf to>/'77 77e 
olooJor'S f) Sas p qr. Sec #> c, a/? 7 Swc Soi<j Je/f./v.C 
e*n /y iu 7O nc7/7-jo ^ . V j C7&('/(/ aS'/ Jeec A> JeTJer~ a^c/jo 
Stk s&ti&h. ~7j hj 0Qo/) / z //}$ p%>7 77as s j>c7 ^ve-ry sSj /.. 
SH)A T ~J &Q AJ <sdd S/Stcp. Jd AqVA #Ad. £ 7 ^ S’ a 


.rrr. ' ' • 'i—.y:— __: : r..*<. ’ _ y — ~^y ^ •-— ^ w v' y y r. 

.— , / , < kg6, sAjc^ALaqvs . o.As.^erA <a 

_ Sfilj/&J 2 o£ Ay®'os7~ J,* an<7 ~7%cy yyjt sc7ccA/€<7 a?* 7t? 
Sec a-jofeo/y >rS£ v-f 7*7 p/e Ac /c/p/ 

l/u\/c\ 



77 e<7-//~ si oyp 












® If you are not proficient in English, please indicate the language in which you 



© If you have problems understanding this form or any other question, contact 
CRCL: 


E-mail: 

crcl@dhs.gov 

By U.S. Postal Service: 

Phone: 

Local: 202-401-1474 or 

Department of Homeland Security 


Toll Free: 866-644-8360 

CRCL/Compliance Branch 

TTY 

Local TTY: 202-401-0470 

245 Murray Lane, SW 


Toll Free TTY: 866-644-6361 

Building 410, Mail Stop #0190 

Fax: 

202-401-4708 

Washington. DC 20528 

Note: Because of security measures, it can take up to 4 weeks for us to 
receive U.S. mail. 


® To submit this form by email, please save, attach, and send to crcl@dhs.gov . 
Please attach or send all information that supports your complaint, such as 
documents, photos, medical records, grievances, or witness statements. 

Submit copies, not originals; put your name and the date of this complaint on each document. 
(Fax to: 202-401-4708, or email scans of your documents to crcl@dhs.gov . or mail to the 
address listed above.) 


Keep a copy of this complaint for your records. 

Privacy Act Statement 

Under 6 U.S.C. § 345 and 42 U.S.C. § 2000ee-1, the Office for Civil Rights and Civil Liberties 
(CRCL) is authorized to investigate complaints and information from the public about possible 
violations of civil rights or civil liberties related to DHS employees, programs, or activities. A 
federal law, called the Privacy Act, says we must explain how we protect your information while 
processing your complaint. 

If your complaint is more appropriately handled by a different federal office, we will refer it to that 
office. In order to investigate your complaint, CRCL will disclose the information regarding your 
complaint to other appropriate DHS offices, including the Office of the Inspector General. CRCL 
may also disclose certain information from your complaint if we are required by law to do so or if 
there is no privacy impact. For example, we send reports to Congress every three months 
about complaints submitted by the public. Those reports describe the types of complaints, and 
do not include personal information. To read our past reports, go to www.dhs.gov/crcl . 

To learn more about the Privacy Act go to the Federal Information Center, www.pueblo.gsa.gov . 

You may use the following pages to include additional information about your complaint 
if needed. Please specify which number(s) above you are continuing. 
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ADELANTO DETENTION FACILITY 

DETAINEE GRIEVANCE FORM 

CASE# 






DORM (DORMITORIO) 


We W 


GRIEVANCE COORDINATOR SIGNATURE 


DATE GRIEVANCE WRITTEN 


DATE GRIEVANCE RECEIVED 


STATEMENT OF GRIEVANCE: 

0*/ 0 V/ 00 / 20/7 . se/jy*//) ?-’50/’/u , <?*/%:-/? -T2 

0 . 2p//£A/ 2T /!/*/?//&/>, Si*'# *6*4/7’r£V T<? /?<£ <~///ye Z>. 

jr to m/e ////e T'Otzee./f/S/? /o/o ///// jr /? 

** so# 4 "//j~ot&S£>*s€. "////?// _r £^/is &C/&J ss>sr- 

/ ^ e S r#T&> r///fr "jr eee/> -&*& //,^y}/e <=/&</, "sasa s>i/z? jr ^en >fFK> 

/**£<?■ /9£.£*$-£ , y/a rz/fKJ ,?ey7//ez>, "/^Z /W?,< T^/O //'T J~ y/ 

rU4/2££ yoo r mo jr r/jAj you />// r//e /e t #s/?/yr to. 

RELIEF SOUGHT- 6?*^ Cf f/0 72/ 

RELIEF SOUGHT 72% /■&** 7*«fT +** S//0VAPAST 8& T*£~A=S/V 6- T/> 

72/e. P^lAf/SC. tf TA//S iv/iy yi/i•r A/S(? Z>eT' C/vu>£f-S~ 

ru c/a. /5 /so yyo<</ x r///e/y> /?e rye/tr^ro t///<t /,-o Ay, 

J *** a*/ A/s//y/u.'/!// t /ite£2 e//t ju/a e a /te-F/ee , " 

//? e//#o£/)Asr /Mue m/z^e/rr-e/o //e st/ ~/^V7‘zu& A/e y/er r J>oye> 

#ee/edT os me x 

A» y rzcnr^^r. •■ — : -__«*- 

GRIEVANCE FINDINGS: 1 / / / 


DEPARTMENT HEAD SIGNATURE/DATE: 


REVIEWED BY/DATE: 


REVIEWED BY/DATE: 


ASSISTANT FACILITY ADMINISTRATOR 


FACILITY ADMINISTRATOR 


Rev 04/24/15 


White: Grievance Copy 
Canary: Detainee Records Copy 
Pink: Detainee Copy 
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From: 

To: 

Cc: 

Subject: 

Date: 

Attachments: 


(b)(7)(C 


Sharp. Thomas : Fleischaker. Peborah ; |(b)(6); (b)(7)(C) 
CRCL Medical Referral: Adelanto 


Friday, Aprjl 21 
04.19.201 


21 ■ 2C 
2 (b)(6) 


2017 12:14 :00 PM 


Dear ODCR, 


This is a medical referral based on the following allegations received by CRCL: On April 19, 2017, 


CRCL received postal mail frorr |( b )( 6 ) 


an ICE detainee at Adelanto 


(b)(6) 


Correctional Facility in Adelanto, California. In correspondence dated April 11, 2017, Mr 
alleged that he received a delay in treatment for pain he was experiencing behind his left ear. He 
also claimed that a male nurse retaliated against him after he requested a refill of hydrocortisone for 
a rash on his legs. The nurse allegedly told Mr. (b)(6) 'If I was the IRS, I would charge you," and 


threatened to take him off the provider list to be evaluated for his ear-related issue. 


Consistent with discussions between ICE and CRCL about medical referrals, please investigate these 
allegations and, in your response, provide CRCL with the following information: 


1. The urgency level assigned to this matter by IHSC; 

2. ICE's response to any specific allegations about the detainee's medical or mental health 
care; 

3. Any other relevant information about the medical or mental health care provided to the 
detainee; and 

4. Details of any corrective action taken in response to any issues identified. 


Please let me know if you have any questions or need additional information. 


Thank you, 


(b)(6) 


Ms. 

Compliance Branch 

Office for Civil Rights and Civil Liberties 
U.S. Department of Ho meland Security 
Office 
E-mai 


(b)(6) 


ibitSi 


Mobile j(b)(6) 



Homeland 

Security 


WARNING: This document is TOR Orr i C I AL USE ONLY ( F OLIO). It contains information that may be 
exempt from public release under the Freedom of Information Act (5 U.S.C. 552). It is to be 
controlled, stored, handled, transmitted, distributed, and disposed of in accordance with DHS policy 
relating to FOUO information and is not to be released to the public or other personnel who do not 
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have a valid "need-to-know" without prior approval of an authorized DHS official. 
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relating to FOUO information and is not to be released to the public or other personnel who do not 
have a valid "need-to-know" without prior approval of an authorized DHS official. 
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From: 

.Salvano-Dunn Dana 

To: 

Kb)(6) 

Cc: 

McKennev. William: Fleischaker. Deborah: Murphv. Moreen 

Subject: 

RE: Backlog questions 

Date: 

Friday, February 15, 2019 3:25:22 PM 


Moreen - 

Copying you so you know these have been moved to closed monitoring since they have a memo in 
final issued. 

Dana 


FromfW 


Sent: Friday, February 15, 2019 3:22 PM 


To: Salvano-Dunn, Dana • l(b)(6') 


Cc: McKenney, William [(b)(6)~ 


Fleischaker, Deborah 


(b)(6) 


Subject: RE: Backlog questions 


I closed them again but just so you know, Moreen asked to reopen them back in Aug, I attached the 
email but also pasted below in case you can't open it. 


Tks 

(b)(6) 


From: Murphy, Moreen (b)(6) 


Sent: Monday, August 6, 2018 11:09 AM 


Tq(b)(6) 


Cc: Fleischaker, DeboraH(b)(6) 


Subject: RE: Please Make Master Complaint 


Can you re-open them? 


FromfW 


Se nt: Monday. August 6, 2018 9:19 AM 


To: 

i —- 11 — u— l -: —- - 

(b)(6) 

Cc: 

Fleischaker, Deborah(b)(6) 

•1(b)(6) 


Subject: RE: Please Make Master Complaint 


Will do but just so you know these are all closed. 

Thanks 

1(b)(6) 
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From: Murphy, Moreen 

Sent: Friday, August 3, 2018 7:32 PM 


To: 

Cc: 

(b)(6) 


Fleischaker, Deborah 

KbK6) 

iMurphy. Moreen( b )( 6 ) 


Subject: Please Make Master Complaint 


Per Deb, please make the following 4 complaints the Master Complaints for 4 recent bundled- 
complaint onsites: 

• 17-08-ICE-0299 (Master Complaint for 2017 Adelanto onsite) 

• 16-03-ICE-0102 (Master Complaint for 2017 Theo Lacy onsite) 

• 17-12-ICE-0421 (Master Complaint for Dilley IV onsite) 

• 17-04-ICE-0097 (Master for Karnes IV onsite) 

Thank you! 

Moreen 


From: Salvano-Dunn, Dana |(b)(6)~ 


Se nt: Friday, February 15, 2019 3:10 PM 


Tcfb)(6) 


Cc: McKenney, William (b)(6) 


IWT 


Fleischaker, Deborah 


Subject: RE: Backlog questions 


Also -1 think Moreen misplaced three of her complaints. The last action listed is "reopen complaint" 
which I have never hear of-they all have expert memos with ICE. The numbers are: 


17-04-ICE-0097 

17-08-ICE-0299 

17-12-ICE-0421 


Can we move these to closed monitoring. 

Thanks!!! Fiave a great weekend - I'm done bugging you. 


b)(6) 


Sent: Friday, February 15, 2019 2:57 PM 
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To: Salvano-Dunn, Dana (b)(6) 
Cc: McKenney, William 


b)(6) 


Subject: RE: Backlog questions 

Sorry can't find that complaint #, I replaced ICE with DHS and just looked for the last 4 digits, maybe 
retype it. 


From: Salvano-Dunn, Dana P^ 6 ^ _ 

Sent: Friday, February 15, 2019 2:51 PM 

Tc p)(6) 

Cc: McKenney, William ((b)(6) 

(b)(6) _‘ 

Subject: RE: Backlog questions 


Fleischaker, Deborah 


Thanks - 

(b)(6) another one of (b)(6) is showing up on the backlog even though there is a final memo 
with ICE and should be in closed monitoring. Is it possible he is hitting the wrong action? It's 16-12- 
ICE-0663. 


From PH 6 ) 

Sent: Friday, February 15, 2019 2:38 PM 
To: Salvano-Dunn, Dana(b)(6) 

Cc: McKenney, William 


b)(6) 


Fleischaker, Deborah 



I indicated below which were still opened and closed. 
Thanks 



Can you please check whether these have been closed (backlog indicated in October they would be): 
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1. 15-10-USCIS-0580 OPENED 

2. 15-11-USCIS-0600 OPENED 

3. 16-05-CBP-0608 CLOSED 

4. 16-07-ICE-0334 CLOSED 

5. 16-10-CBP-0512 OPENED 

If they are closed can you pis mark them on the backlog chart. 

Also, 16-11-ICE-0634 is showing up on the backlog, but its last action is "rec memo with 
component" - so not sure why it is there. 

Thanks! 

Dana 
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From: 

To: 

Subject: 

Date: 

Attachments: 


KbxeT 


CRCLCompliance 

Brutal Ass ault of Asylum Seekers by guards at Adelanto Deten tion Center 

1(b)(6) | and |fb)(6) I 

Thursday, June 22, 2017 8:18:40 PM 

CRCL. C omplaint Attack Filed Cp pv.pdf 

G28 ICE|f b)(6) bdl 

G-28 IC OhVRt I Pdf 

Declaration of Attornev llhWfi'i I pdf 

Transcriptoflsaacrecordinaaboutattackbvauards.pdf 


(b)(6) 


Dear CRCL Compliance Branch Officer, 

Attached please find a complaint on behalf of the asylum seekers listed above, relevant written 
and audio declarations (with a Spanish / English transcription), and a copy of my G-28 on file 
with ICE. Please contact me at the telephone numbers listed below regarding this urgent matter. 

Thank you, 

1(b)(6) 


(Admitted in NY - practice consists exclusively of federal immigration matters) 




(b)(6) 


Border Rights Project, A1 Otro La do 
511 E. San Ysidro Blvd. 1(b)(6) | 

San Ysidro, CA 9 2173 


MX) 

USA) 


“A lawyer is either a social engineer or a parasite on society. 
Charles Hamilton Houston 


ns e-rnmt-romams- PKIVlLEGE D and CONFIDENTIAL information intcncIcdj^nlj^tat4h<rTisrorthc addressee(s) 
named above. If you are not the iritendgtF-retipign l of this e-mail. ot uan-arrttionzedavent employee responsible for 
delivering this message to the intended recipienx^votrareTierehv nofftTcri-that-an y dissemina tion or copying of this e-mail 
is strictly prohibitedJLyou-^eceivedm^ e-mail in error, please notify us by reply e-mail Thank yc. 


“En la sociedad, un abogado es an ingeniero social o nn parasito" 
Charles Hamilton Houston 


xonico co ntiene information PRIVILEGIADA y CONFIDENCIAL destinada unic 
del dcstinatario(s) nombrado aritnii imii nil Si usted n o es el destinata rio origina Lde-esrcrTTnalL o un empleado agcnte 
autorizado responsable de entregar este mensaje asu desf lBmi iri~tr~TiTnnrifi<-3 gne cualquier diseminacion o duplicacion 
de este correo electroni co es estru aameme~prohibido. Si ha recibido este '-'•rr<-‘- : T-'-t7 7 '-iii f -^-t^i- -rror, por favor 
notifiqu£_poKorreoeIectr6nico de respuesta.Gracias por su cooperation. 
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E 

1(b)(6) 

hunger Strike June 12 1619... 


1_ 

J 

K 

(b)(6) 

Hunger Strike June 12 1619... 
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b)(6) 


Border Rights Project 


June 22, 2017 


U.S. Department of Homeland Security 
Office fox Civil Rights and Civil Liberties 
Compliance Branch 
245 Murray Lane, SW 
Building 410, Mail Stop #0190 
Washington, D.C. 20528 


RE: (b)(6) 


Dear CRCL Compliance Branch Officer: 

1 represent (b)(6) am. (b)(6) 

(b)(6) two Salvadoran asylum seekers now detained in the Adelanto Detention Facility. 1 
write now to request that your office immediately investigate the brutal attack of these men 
committed by GEO guards on June 12, 2017.1 am also requesting that your office immediately 
investigate the conduct of ICE officers at the facility, and the Los Angeles Field Office, with 
respect to their f ailures to respond to this attack, failures whic h have resulted in repeated 

violations of Mr. (b)(6) _and Mr ( b )( 6 ) basic right s. Finally, I am 

request ing that this office remedy these egregious violations by ensuring Mr. (b)(6) 
and Mi (b)(6) immediate release from custody on humanitarian parole! 

On June 12, 2017, Mi j(b)(6) | an d Mr | (b)(6) | along with seven other |(b)(7~)n 

seekers, began a peaceful hunger strike. The purpose of this fast was to alert officials to their 
concerns over inhumane conditions and treatment at the facility. For this nonviolent action, the 
men were beaten, tortured, denied access to medical care, placed in segregation, and denied their 
right to private attorney-client c ommunications. E ven more troubling, GEO guards made 
statements to both counsel, and Mr j(b)(6) j linking the men’s ability to receive medical 

care, or the ability to meet with counsel in private, to the fact that' the men were under 
disciplinary sanction following the guards’ savage attack. 

A Peaceful Hunger Strike 


On Monday June 12, 2017, Mr |b)(6) l and Mr. (b)(6) along with the seven 

other asylum seekers of the “Adelanto 9,” began a hunger strike. On that date, between 5:30atn 


I AI Qtro Lado 1 Border Rights Project 
v3 (b)(6) San Ysidro, Ca lifornia 92173 
(b)(6) l(USA) ! Fax |(b)(6) 

nalotrolado.org 
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and 7am, the asylum seekers quietly took their seats at two tables in the dining area of the 
dormitory in which they also slept. As other detainees began to eat, the men chose to abstain, 
instead requesting to speak with an officer so that they might explain the reasons behind the 
hunger strike. The men had drafted a complaint letter and attempted to present their complaint to 
an official. However, every guard and administrator to whom the asylum seekers attempted to 
show their complaint simply refused to look at it. 

After noting that the asylum seekers were refusing to eat, the GEO guards ordered the men to 
eat, or to return to their beds. The men again asked to speak with someone about their 
grievances, and indicated their intention to remain seated until someone spoke with them. The 
asylum seekers then linked arms. 


Physical Abuse of the Asylum Seekers. Denial of Medical Care. & Due Process 
While this attack involved several guards, the exact number which is unknown at this time (but is 

i . i i ^ I,. > —-1 I,. . — —- 1 —l 


estimated to be between 6 and 10 guards), Mr. 1(b)(6) 


nd Mp) 


both 


recall a Caucasian female lieutenant began screaming at the group in English, and s howering 


them wit h pepper spray. Shortly thereafter, other guards joined in the attack. Mr [(b)(6) 


mei 


_.noted the presence of an African American bearded male guard approximately 190cm 

tall, a Caucasian male guard approximately 170 cm in stature, and a Caucasian female guard 
with greenish-grey eyes, If provided a photo array of the guards assigned to the morning shift on 
June 12 th , both Mr (b)(6) [and Mr.|(b)(6) ~can identify their attackers. This 


I I I I - “*••'** Aliiu 

incident also occurred in f ront of numerous other detainees housed wi thin the dormitory, many 


of whom could identify Mr (b)(6) 


|md Mr (b)(6) 


attackers. 


As the guards doused the group in pepper spray, the asylum seekers attempted to huddle together 
in order to shield their eyes from the painful chemicals. However, the guards broke their huddle, 
continuing to shower them with pepper spray in their faces, all over their bodies, including their 
genital area, soaking their clothing. At some point, the asylum seekers were handcuffed. 


The men were then ordered to take a hot shower. At first, Mr.1(b)(6) 


shower. To force his compliance, a Caucasian female guard scratched Mr ( b )( 6 ) 


Teftised 


over his forearms, torso, and back. A Caucasian male guar d then grabbed ME j(b)(6) 


to 

tail 


and slammed him face-first into a concrete wall, causing Mr (b)(6) 


> nose to fracture, 


his upper right lateral cuspid tooth to break and fall out, and the crown on his bottom-left second 

t ■ • i . . t « «i . „ , . _ _ I/. t -1 


bicuspid tooth to break and fall out. For his part, MrJ(b)(6) 


pain in his genital area where guards repeatedly sprayed him with pepper spray 


experienced excruciating 


Both Mr |( )( ) fi nd Mr. (b)(6) eported that the guards forced the men to 

bathe in hot water, as opposed to cool water, for the purpose of causing the asylum seekers mare 
pain. Both men reported that the guards laughed as they showered because it was clear that the 
men were in severe pain. The fact that those responsible for their care and custody were now 
laughing at them, after beating them like animals, humiliated and terrified the men. 

Injuries & the Refusal to Provide Medical Treatment 


During this attack, MrJ(b)(6) 


{sustained approximately “30 separate scratch marks” on 


his body, “ranging in length from one to several inches.” See Affidavit of Attomey|(b)(6) 
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